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114CSR24

TITLE 114
LEGISLATIVE RULE
INSURANCE COMMISSIONER

SERIES 24
MEDICARE SUPPLEMENT INSURANCE

§114-24-1. General.

1.1. Scope. -- The purpose of this rule is tuvjgte for the reasonable standardization of
coverage and simplification of terms and benefitsledicare supplement policies; to facilitate
public understanding and comparison of these @djdo eliminate provisions contained in these
policies which may be misleading or confusing immection with the purchase of these policies
or with the settlement of claims; and to provideftdl disclosures in the sale of accident and
sickness insurance coverages to persons eligibMdédicare. This rule is based on the National
Association of Insurance Commissioners' "Model Ratgon to Implement the NAIC Medicare
Supplement Insurance Minimum Standards Model Adddel 651), as amended in 2008.

1.2. Authority. -- W. Va. Code 8833-28-5b, 33:2-and 33-16-3d.

1.3. Filing Date. -- April 14, 2010.

1.4. Effective Date. -- April 14, 2010.

1.5. Applicability. -- This legislative rule amés West Virginia 114CSR24 "Medicare
Supplement Insurance" filed April 13, 2006 and @ffee on April 24, 2006. Except as otherwise
specifically provided, this rule shall apply to:

1.5.a. All Medicare supplement policies deliveoedssued for delivery in this
state or which are otherwise subject to the jucisaln of this state on or after the effective date

hereof, and

1.5.b. All certificates issued under group Medécsmpplement policies, which
certificates have been delivered or issued fowvdgfiin this state.

1.5.c. This rule shall not apply to a policy onttact of one or more employers or
labor organizations, or of the trustees of a fustdldished by one or more employers or labor
organizations, or a combination thereof, for empbs/or former employees, or a combination
thereof, or for members or former members, or alipation thereof, of the labor organizations
8114-24-2. Definitions.

2.1. “Applicant” means:

2.1.a. Inthe case of an individual Medicare sepynt policy, the person who
seeks to contract for insurance benefits, and



2.1.b. In the case of a group Medicare supplemelnty, the proposed certificate
holder.

2.2. “Bankruptcy” means when a Medicare Advantagmnization that is not an issuer
has filed, or has had filed against it, a petifiondeclaration of bankruptcy and has ceased doing
business in the state.

2.3. “Certificate” means any certificate deliverdssued for delivery in this state under
a group Medicare supplement policy.

2.4. “Certificate Form” means the form on whicl gertificate is delivered or issued for
delivery by the issuer.

2.5. “Creditable coverage” means:

2.5.a. With respect to an individual, coveragéhefindividual provided under
any of the following:

2.5.a.1. A group health plan;
2.5.a.2. Health insurance coverage,;

2.5.a.3. Part A or Part B of Title XVIII of the &al Security Act
(Medicare);

2.5.a.4. Title XIX of the Social Security Act (Medid), other than
coverage consisting solely of benefits under secti@P8;

2.5.a.5. Chapter 55 of Title 10 United States G@¢AMPUS);

2.5.a.6. A medical care program of the Indian He&krvice or of a tribal
organization;

2.5.a.7. A State health benefits risk pool;

2.5.a.8. A health plan offered under chapter 88ithé 5 United States
Code (Federal Employees Health Benefits Program);

2.5.a.9. A public health plan as defined in fetergulation; and

2.5.a.10. A health benefit plan under Section &{¢he Peace Corps Act
(22 United States Code 2504(e).

2.5.b. “Creditable coverage” shall not include onenore, or any combination
of, the following:

2.5.b.1. Coverage only for accident or disabilityome insurance, or any
combination thereof;



2.5.b.2. Coverage issued as a supplement toityainisurance;

2.5.b.3. Liability insurance, including generaldility insurance and
automobile liability insurance;

2.5.b.4. Workers’ compensation or similar insuegnc
2.5.b.5. Automobile medical payment insurance;
2.5.b.6. Credit-only insurance;

2.5.b.7. Coverage for on-site medical clinics; and

2.5.b.8. Other similar insurance coverage, sptif federal regulations,
under which benefits for medical care are secondamycidental to other insurance benefits.

2.5.c. “Creditable coverage” shall not include fbidowing benefits if they are
provided under a separate policy, certificate atiaet of insurance or are otherwise not an
integral part of the plan:

2.5.c.1. Limited scope dental or vision benefits;

2.5.c.2. Benefits for long-term care, nursing harae2, home health care,
community-based care, or any combination thereuf; a

2.5.c.3. Other similar, limited benefits as arecfed in federal
regulations.

2.5.d. “Creditable coverage” shall not include fiblklowing benefits if offered as
independent, non-coordinated benefits:

2.5.d.1. Coverage only for a specified diseastnass; and
2.5.d.2. Hospital indemnity or other fixed indetgnnsurance.

2.5.e. “Creditable coverage” shall not includefillowing if it is offered as a
separate policy, certificate or contract of insgean

2.5.e.1. Medicare supplemental health insurancefised under section
1882(g)(1) of the Social Security Act;

2.5.e.2. Coverage supplemental to the coverageda® under Chapter
55 of Title 10, United States Code; and

2.5.e.3. Similar supplemental coverage providetbieerage under a
group health plan.

2.6. “Commissioner” means the Insurance Commigsiohthe State of West Virginia.



2.7. “Continuous period of creditable coverage’amethe period during which an
individual was covered by creditable coverageuiiny the period of the coverage the individual
had no breaks in coverage greater than sixty-t{f@&edays.

2.8. “Employee welfare benefit plan” means a pfand or program of employee
benefits as defined in 29 U.S.C. Section 1002 (Byg# Retirement Income Security Act).

2.9. “Insolvency” means when an issuer, licensetiansact the business of insurance in
this state, has had a final order of liquidatioteesd against it with a finding of insolvency by a
court of competent jurisdiction in the issuer'sstaf domicile.

2.10. “Issuer’” means an insurance company, fratdr@nefit society, health care service
plan, health maintenance organization, or any aghéty delivering or issuing for delivery in
this state Medicare supplement policies or cedtiés.

2.11. “Medicare” means the "Health Insurance lier Aged Act," Title XVIII of the
Social Security Amendments of 1965, as then catetitor later amended.

2.12. “Medicare Advantage plan” means a plan eecage for health benefits under
Medicare Part C as defined in 42 U.S.C. 1395w-2&fband includes:

2.12.a. Coordinated care plans which provide healte services, including but
not limited to health maintenance organization plgwith or without a point-of-service option),
plans offered by provider-sponsored organizatians, preferred provider organization plans;

2.12.b. Medical savings account plans coupled witlontribution into a
Medicare Advantage plan medical savings accoumt; an

2.12.c. Medicare Advantage private fee-for-seryiems.

2.13. “Medicare Supplement Policy” means a groupmdividual policy of accident and
sickness insurance or a subscriber contract ofitabsimd medical service associations or
corporations or health maintenance organizatiofierahan a policy issued pursuant to a
contract under Section 1876 of the federal Socal8ty Act (42 U.S.C. Section 1395 et seq.)
or an issued policy under a demonstration projeetiéied in 42 U.S.C. 81395ss(g)(1), which is
advertised, marketed or designed primarily as plsapent to reimbursements under Medicare
for the hospital, medical or surgical expenseser§pns eligible for Medicare. “Medicare
supplement policy” does not include Medicare Adegetplans established under Medicare Part
C, Outpatient Prescription Drug plans establishedeu Medicare Part D, or any Health Care
Prepayment Plan (HCPP) that provides benefits jpntso an agreement under 81833(a)(1)(A)
of the Social Security Act.

2.14. “Pre-Standardized Medicare supplement bepldit,” “Pre-Standardized benefit
plan” or “Pre-Standardized plan” means a groumdividual policy of Medicare supplement
insurance issued prior to August 5, 1991.

2.15. “Policy Form” means the form on which théi@pis delivered or issued for
delivery by the issuer.



2.16. “Secretary’” means the Secretary of the drfdates Department of Health and
Human Services.

2.17. %1990 Standardized Medicare supplement bieplain,” “1990 Standardized benefit
plan” or “1990 plan” means a group or individualipp of Medicare supplement insurance
issued on or after August 5, 1991 and with an &ffedate for coverage prior to June 1, 2010
and includes Medicare supplement insurance polanelscertificates renewed on or after that
date which are not replaced by the issuer at tipeest of the insured.

2.18. “2010 Standardized Medicare supplement litguiah,” “2010 Standardized
benefit plan” or “2010 plan” means a group or indual policy of Medicare supplement
insurance with an effective date for coverage oaftar June 1, 2010.

§114-24-3. Policy Definitionsand Terms.

3.1. No policy or certificate may be advertisaalicsted or issued for delivery in this
state as a Medicare supplement policy or certéicatless that policy or certificate contains
definitions or terms which conform to the requirertseof this section.

3.2. "Accident," "Accidental Injury," or "Accideat Means" shall be defined to employ
"result" language and shall not include words wtastablish an accidental means test or use
words such as "external, violent, visible woundsSimilar words of description or
characterization.

3.2.a. The definition shall not be more restrigtiian the following: "Injury or
injuries for which benefits are provided means @egtal bodily injury sustained by the insured
person which is the direct result of an accidemdependent of disease or bodily infirmity or any
other cause, and occurs while insurance coveragdaosce."

3.2.b. The definition may provide that injurieamot include injuries for which
benefits are provided or available under any wa&kaympensation, employer's liability or
similar law, or motor vehicle no-fault plan, unlgsshibited by law.

3.3. "Benefit Period" or "Medicare Benefit Perictall not be defined more restrictively
than as defined in the Medicare program.

3.4. "Convalescent Nursing Home," "Extended Ca@lify," or "Skilled Nursing
Facility" shall not be defined more restrictivehah as defined in the Medicare program.

3.5. "Health Care Expenses" means, for purposssation 12, expenses of health
maintenance organizations associated with the elgliof health care services, which expenses
are analogous to incurred losses of insurers.

3.6. "Hospital" may be defined in relation tostatus, facilities and available services or
to reflect its accreditation by the Joint Commissom Accreditation of Hospitals, but not more
restrictively than as defined in the Medicare paogr

3.7. "Medicare" shall be defined in the policy amdtificate. Medicare may be



substantially defined as "The Health InsurancelerAged Act, Title XVIII of the Social

Security Amendments of 1965 as Then Constitutdchter Amended,” or "Title |, Part | of

Public Law 89-97, as Enacted by the Eighty-Nintm@ess of the United States of America and
popularly known as the Health Insurance for thedd\get, as then constituted and any later
amendments or substitutes thereof," or words ofl@inmport.

3.8. "Medicare Eligible Expenses" shall mean espsrof the kinds covered by
Medicare Parts A and B, to the extent recognize@asonable and medically necessary by
Medicare.

3.9. "Physician” shall not be defined more resitrgty than as defined in the Medicare
program.

3.10. "Sickness" shall not be defined to be mestrictive than the following: "Sickness
means illness or disease of an insured person Vilnstimanifests itself after the effective date
of insurance and while the insurance is in forcEiie definition may be further modified to
exclude sicknesses or diseases for which beneéitgravided under any workers' compensation,
occupational disease, employer's liability or samiaw.

§114-24-4. Policy Provisions.

4.1. Except for permitted preexisting conditioauses as described in subdivision a of
subsection 5.2 and subdivision a of subsectiobtlis rule, no policy or certificate may be
advertised, solicited or issued for delivery irsthiate as a Medicare supplement policy if the
policy or certificate contains limitations or exsions on coverage that are more restrictive than
those of Medicare.

4.2. No Medicare supplement policy or certificatay use waivers to exclude, limit or
reduce coverage or benefits for specifically namedescribed preexisting diseases or physical
conditions.

4.3. No Medicare supplement policy or certificatéorce in the state shall contain
benefits which duplicate benefits provided by Mede

4.4. Subject to subdivisions d, e and g, subse&id of this rule, and subdivisions d and
e, subsection 6.2 of this rule, a Medicare suppierpelicy with benefits for outpatient
prescription drugs in existence prior to Januar®QD6 shall be renewed for current
policyholders who do not enroll in Part D at theiop of the policyholder.

4.4.a. A Medicare supplement policy with bendfsoutpatient prescription
drugs shall not be issued after December 31, 2005.

4.4.b. After December 31, 2005, a Medicare supplgmolicy with benefits for
outpatient prescription drugs may not be renewgat #fe policyholder enrolls in Medicare Part
D unless:

4.4.c. The policy is modified to eliminate outgati prescription coverage for
expenses of outpatient prescription drugs incuafezt the effective date of the individual’s
coverage under a Part D plan and,



4.4.d. Premiums are adjusted to reflect the eltnom of outpatient prescription
drug coverage at the time of Medicare Part D emr@tit, accounting for any claims paid, if
applicable.

8114-24-5. Minimum Benefit Standardsfor Pre-Standardized Medicar e Supplement
Benefit Plan Policiesor Certificates |ssued for Delivery Prior to August 5, 1991.

5.1. No policy or certificate may be advertisaalicsted or issued for delivery in this
state as a Medicare supplement policy or certdicatless it meets or exceeds the minimum
standards set forth in this section. These arénmim standards and do not preclude the
inclusion of other provisions or benefits which acg inconsistent with these standards.

5.2. General Standards. -- The following stadslapply to Medicare supplement
policies and certificates and are in addition te#ler requirements of this rule.

5.2.a. A Medicare supplement policy or certificalball not exclude or limit
benefits for losses incurred more than six (6) msifitom the effective date of coverage because
it involved a preexisting condition. The policyaertificate shall not define a preexisting
condition more restrictively than a condition fohieh medical advice was given or treatment
was recommended by or received from a physiciahiwgix (6) months before the effective
date of coverage.

5.2.b. A Medicare supplement policy or certificaball not indemnify against
losses resulting from sickness on a different bisis losses resulting from accidents.

5.2.c. A Medicare supplement policy or certificaball provide that benefits
designed to cover cost sharing amounts under Medig#l be changed automatically to
coincide with any changes in the applicable Medickeductible, copayment or coinsurance
amounts. Premium modifications to correspondhiesé changes are permissible subject to prior
approval of the Commissioner. Any proposed premoodifications shall be filed with the
Commissioner in compliance with procedures apple#ataccident and sickness filings
generally and with other applicable sections f thie.

5.2.d. A "noncancellable," "guaranteed renewalde;'honcancellable and
guaranteed renewable" Medicare supplement polialf sbt:

5.2.d.1. Provide for termination of coverage spause solely because of
the occurrence of an event specified for termimatibcoverage of the insured, other than the
nonpayment of premium; or

5.2.d.2. Be canceled or nonrenewed by the issielyon the grounds of
deterioration of health.
5.2.e. Except as authorized by the Commissiomeissuer shall neither cancel
nor nonrenew a Medicare supplement policy or gestié for any reason other than nonpayment
of premium or material misrepresentation.

5.2.e.1. If a group Medicare supplement insurgmudiey is terminated by
the group policyholder and not replaced as providgghragraph 3 of this subdivision, the issuer



shall offer certificate holders an individual Medlie supplement policy. The issuer shall offer
the certificate holder at least the following clesc

5.2.e.1.A. An individual Medicare supplement ppltrrently
offered by the issuer having comparable benefitadse contained in the terminated group
Medicare supplement policy; and

5.2.e.1.B. An individual Medicare supplement pplixhich
provides only the benefits as are required to rieeminimum standards as defined in
subsection 6.3 of this rule.

5.2.e.2. If membership in a group is terminatkd,issuer shall:

5.2.e.2.A. Offer the certificate holder the corsi@n opportunities
described in paragraph 1 of this subdivision; or

5.2.e.2.B. At the option of the group policyholdeffer the
certificate holder continuation of coverage undher group policy.

5.2.e.3. If a group Medicare supplement policyeaced by another
group Medicare supplement policy purchased by déimeespolicyholder, the issuer of the
replacement policy shall offer coverage to all passcovered under the old group policy on its
date of termination. Coverage under the new gpmligy shall not result in any exclusion for
preexisting conditions that would have been coveratkr the group policy being replaced.

5.2.f. Termination of a Medicare supplement pobcgertificate shall be without
prejudice to any continuous loss which commenceitevihe policy was in force, but the
extension of benefits beyond the period during Whine policy was in force may be predicated
upon the continuous total disability of the insyradited to the duration of the policy benefit
period, if any, or to payment of the maximum beisefReceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

5.2.g. If a Medicare supplement policy eliminag@soutpatient prescription drug
benefit as a result of requirements imposed byadicare Prescription Drug, Improvement,
and Modernization Act of 2003, the modified polstyall be deemed to satisfy the guaranteed
renewal requirements of this subsection.

5.3. Minimum Benefit Standards.
5.3.a. Coverage of Part A Medicare eligible expsrfer hospitalization to the
extent not covered by Medicare from the 61st dayugh the 90th day in any Medicare benefit

period;

5.3.b. Coverage for either all or none of the Madk Part A inpatient hospital
deductible amount;

5.3.c. Coverage of Part A Medicare eligible expsnacurred as daily hospital
charges during use of Medicare's lifetime hospphtient reserve days;



5.3.d. Upon exhaustion of all Medicare hospitghitient coverage including the
lifetime reserve days, coverage of ninety perc@04) of all Medicare Part A eligible expenses
for hospitalization not covered by Medicare subjedc lifetime maximum benefit of an
additional 365 days;

5.3.e. Coverage under Medicare Part A for theoreasle cost of the first three
(3) pints of blood (or equivalent quantities of ked red blood cells, as defined under federal
regulations) unless replaced in accordance witbriddegulations or already paid for under Part
B;

5.3.f. Coverage for the coinsurance amount, theécase of hospital outpatient
department services paid under a prospective paysystem, the copayment amount, of
Medicare eligible expenses under Part B regardiEbsspital confinement, subject to a
maximum calendar year out-of-pocket amount equtiiedMedicare Part B deductible [$100];

5.3.g. Effective January 1, 1990, coverage undedibére Part B for the
reasonable cost of the first three (3) pints obbl¢or equivalent quantities of packed red blood
cells, as defined under federal regulations), wnteplaced in accordance with federal
regulations or already paid for under Part A, scije the Medicare deductible amount.

8114-24-6. Benefit Standardsfor 1990 Standardized Medicar e Supplement Benefit Plan
Policiesor Certificates Issued for Delivery on or After August 5, 1991 and with an Effective
Datefor Coverage Prior to June 1, 2010.

6.1. The standards set forth in this section ppi@able to all Medicare supplement
policies or certificates delivered or issued folivay in this state on or after August 5, 1991 and
with an effective date of coverage prior to Jun21,0. No policy or certificate may be
advertised, solicited, delivered or issued fordgly in this state as a Medicare supplement
policy or certificate unless it complies with thdsnefit standards.

6.2. General Standards. -- The following stadsl@pply to Medicare supplement
policies and certificates and are in addition te#ler requirements of this rule.

6.2.a. A Medicare supplement policy or certificsit@ll not exclude or limit
benefits for losses incurred more than six (6) msifitom the effective date of coverage because
it involved a preexisting condition. The policyaertificate may not define a preexisting
condition more restrictively than a condition fohieh medical advice was given or treatment
was recommended by or received from a physiciahiwgix (6) months before the effective
date of coverage.

6.2.b. A Medicare supplement policy or certificakall not indemnify against
losses resulting from sickness on a different bisis losses resulting from accidents.

6.2.c. A Medicare supplement policy or certificakall provide that benefits
designed to cover cost sharing amounts under Medig#l be changed automatically to
coincide with any changes in the applicable Medickeductible, copayment or coinsurance
amounts. Premium modifications to correspond éséhchanges are permissible subject to prior
approval of the Commissioner. Any proposed premioodifications shall be filed with the



Commissioner in compliance with procedures apple#ataccident and sickness filings
generally and with other applicable sections f thie.

6.2.d. No Medicare supplement policy or certifecahall provide for termination
of coverage of a spouse solely because of the mwe of an event specified for termination of
coverage of the insured, other than the nonpaywofgmemium.

6.2.e. Each Medicare supplement policy shall leranteed renewable.

6.2.e.1. The issuer shall not cancel or nonrehewblicy solely on the
ground of health status of the individual; and

6.2.e.2. The issuer shall not cancel or nonrehewblicy for any reason
other than nonpayment of premium or material migsgntation.

6.2.e.3. If the Medicare supplement policy is t@ated by the group
policyholder and is not replaced as provided updeagraph 5 of this subdivision, the issuer
shall offer certificate holders an individual Medlie supplement policy which (at the option of
the certificate holder):

6.2.e.3.A. Provides for continuation of the betsetbntained in
the group policy, or

6.2.e.3.B. Provides for benefits that otherwisentlee
requirements of this subsection.

6.2.e.4. If an individual is a certificate holdera group Medicare
supplement policy and the individual terminates rbership in the group, the issuer shall

6.2.e.4.A. Offer the certificate holder the corsian opportunity
described in paragraph 3 of this subdivision, or

6.2.e.4.B. At the option of the group policyholdeffer the
certificate holder continuation of coverage undher group policy.

6.2.e.5. If a group Medicare supplement policye@aced by another
group Medicare supplement policy purchased by déimeespolicyholder, the issuer of the
replacement policy shall offer coverage to all passcovered under the old group policy on its
date of termination. Coverage under the new pali@ll not result in any exclusion for
preexisting conditions that would have been coveratkr the group policy being replaced.

6.2.e.6. If a Medicare supplement policy elimisata outpatient
prescription drug benefit as a result of requiretm@nposed by the Medicare Prescription Drug,
Improvement and Modernization Act of 2003, the nfiedipolicy shall be deemed to satisfy the
guaranteed renewal requirements of this subdivision

6.2.f. Termination of a Medicare supplement pobcyertificate shall be without
prejudice to any continuous loss which commenceitevihe policy was in force, but the



extension of benefits beyond the period during Whine policy was in force may be conditioned
upon the continuous total disability of the insyradited to the duration of the policy benefit
period, if any, or to payment of the maximum beisefReceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

6.2.9. 1. A Medicare supplement policy or cestife shall provide that benefits
and premiums under the policy or certificate shalsuspended at the request of the policyholder
or certificate holder for the period (not to excéednty-four (24) months) in which the
policyholder or certificate holder has applied &md is determined to be entitled to medical
assistance under Title XIX of the Social Securitt,Aut only if the policyholder or certificate
holder notifies the issuer of the policy or cectfie within ninety (90) days after the date the
individual becomes entitled to assistance.

6.2.9.2. If suspension occurs and if the policglkeolor certificate holder
loses entitlement to medical assistance, the policertificate shall be automatically reinstituted
(effective as of the date of termination of entitent) as of the termination of entitlement if the
policyholder or certificate holder provides notafdoss of entitlement within ninety (90) days
after the date of loss and pays the premium atafila to the period, effective as of the date of
termination of entitlement.

6.2.9.3. Each Medicare supplement policy shaligethat benefits and
premiums under the policy shall be suspended Ifl@period provided by federal regulation) at
the request of the policyholder if the policyholieentitled to benefits under Section 226(b) of
the Social Security Act and is covered under agtoealth plan (as defined in Section 1862
(b)(1)(A)(v) of the Social Security Act). If sugpgon occurs and if the policyholder or
certificate holder loses coverage under the graatth plan, the policy shall be automatically
reinstituted (effective as of the date of lossfarage) if the policyholder provides notice of
loss of coverage within ninety (90) days afterdlaée of loss and pays the premium attributable
to the period, effective as of the date of termorabf entitlement.

6.2.9.4. Reinstitution of coverages as descrihgmhragraphs 2 and 3:

6.2.9.4.A. Shall not provide for any waiting petiwith respect to
treatment of preexisting conditions;

6.2.9.4.B. Shall provide for resumption of coverdgat is
substantially equivalent to coverage in effect betbe date of suspension. If the suspended
Medicare supplement policy provided coverage fdpatient prescription drugs, reinstitution of
the policy for Medicare Part D enrollees shall b#haut coverage for outpatient prescription
drugs and shall otherwise provide substantiallyeent coverage to the coverage in effect
before the date of suspension; and

6.2.9.4.C. Shall provide for classification of mie@ms on terms at
least as favorable to the policyholder or certifecaolder as the premium classification terms that
would have applied to the policyholder or certifecholder had the coverage not been
suspended.

6.2.h. If an issuer makes a written offer to thedidare Supplement



policyholders or certificate holders of one or mofdts plans, to exchange during a specified
period from his or her 1990 Standardized plan ésdbed in section 7 of this rule) to a 2010
Standardized plan (as described in section 7Aisfrtlie), the offer and subsequent exchange
shall comply with the following requirements:

6.2.h.1. Anissuer need not provide justificatiorthe Commissioner if
the insured replaces a 1990 Standardized policgificate with an issue age rated 2010
Standardized policy or certificate at the insureatiginal issue age and duration. If an insured’s
policy or certificate to be replaced is priced onssue age rate schedule at the time of the offer,
the rate charged to the insured for the new exathpglicy shall recognize the policy reserve
buildup, due to the pre-funding inherent in the ofsan issue age rate basis, for the benefit of the
insured. The method proposed to be used by aarissust be filed with the Commissioner in a
manner prescribed by the Commissioner.

6.2.h.2. The rating class of the new policy otifieate shall be the class
closest to the insured’s class of the replacedregee

6.2.h.3. Anissuer may not apply new pre-existiagdition limitations or
a new incontestability period to the new policy floose benefits contained in the exchanged
1990 Standardized policy or certificate of the neslbut may apply pre-existing condition
limitations of no more than six (6) months to adgad benefits contained in the new 2010
Standardized policy or certificate not containethie exchanged policy.

6.2.h.4. The new policy or certificate shall béecéd to all policyholders
or certificate holders within a given plan, exceyiere the offer or issue would be in violation of
state or federal law.

6.3. Standards for Basic Core Benefits Commoneoefit Plans A - J. -- Every issuer
shall make available a policy or certificate inaghglonly the following basic core package of
benefits to each prospective insured. An issusrmeke available to prospective insureds any
of the other Medicare Supplement Insurance BePRédins in addition to the basic core package,
but not in lieu thereof.

6.3.a. Coverage of Part A Medicare Eligible Exmsn®r hospitalization to the
extent not covered by Medicare from the 61st dayugh the 90th day in any Medicare benefit
period;

6.3.b. Coverage of Part A Medicare Eligible Exmnscurred for
hospitalization to the extent not covered by Megidar each Medicare lifetime inpatient reserve
day used;

6.3.c. Upon exhaustion of the Medicare hospitaatient coverage, including the
lifetime reserve days, coverage of one hundredepérd00%) of the Medicare Part A eligible
expenses for hospitalization paid at the applicabbspective payment system (PPS) rate, or
other appropriate Medicare standard of paymenjestuto a lifetime maximum benefit of an
additional 365 days. The provider shall accepigbeer’'s payment as payment in full and may
not bill the insured for any balance;



6.3.d. Coverage under Medicare Parts A and Bhiréasonable cost of the first
three (3) pints of blood (or equivalent quantitépacked red blood cells, as defined under
federal regulations) unless replaced in accordarttefederal regulations;

6.3.e. Coverage for the coinsurance amount (thrarcase of hospital outpatient
department services under a prospective paymetamnsythe copayment amount) of Medicare
Eligible Expenses under Part B regardless of halspinfinement, subject to the Medicare Part
B deductible.

6.4. Standards for Additional Benefits. -- Th#dwing additional benefits shall be
included in Medicare Supplement Benefit Plans 'lBbtigh "J" only as provided by section 7 of
this rule.

6.4.a. Medicare Part A Deductible: Coverage fbolhe Medicare Part A
inpatient hospital deductible amount per benefitqoe

6.4.b. Skilled Nursing Facility Care: Coveragetloe actual billed charges up to
the coinsurance amount from the 21st day througli@®th day in a Medicare benefit period for
post-hospital skilled nursing facility care eligghlinder Medicare Part A.

6.4.c. Medicare Part B Deductible: Coverage fbofalhe Medicare Part B
deductible amount per calendar year regardlesssyital confinement.

6.4.d. Eighty Percent (80%) of the Medicare PaiEx®ess Charges: Coverage for
eighty percent (80%) of the difference betweendttteal Medicare Part B charge as billed, not to
exceed any charge limitation established by theibéed program or state law, and the
Medicare-approved Part B charge.

6.4.e. One Hundred Percent (100%) of the MediParé B Excess Charges:
Coverage for all of the difference between the adWedicare Part B charge as billed, not to
exceed any charge limitation established by theitéed program or state law, and the
Medicare-approved Part B charge.

6.4.f. Basic Outpatient Prescription Drug Bendditiverage for fifty percent
(50%) of outpatient prescription drug charges,radtewo hundred fifty dollar ($250) calendar
year deductible, to a maximum of one thousand twudhed fifty dollars ($1,250) in benefits
received by the insured per calendar year, toxhenénot covered by Medicare. The outpatient
prescription drug benefit may be included for salessuance in a Medicare supplement policy
until January 1, 2006.

6.4.9. Extended Outpatient Prescription Drug B&n€bverage for fifty percent
(50%) of outpatient prescription drug charges,radtewo hundred fifty dollar ($250) calendar
year deductible, to a maximum of three thousanthb($3,000) in benefits received by the
insured per calendar year, to the extent not coMeyeMedicare. The outpatient prescription
drug benefit may be included for sale or issuanae Medicare Supplement Policy until January
1, 2006.

6.4.h. Medically Necessary Emergency Care in @igorCountry: Coverage to



the extent not covered by Medicare for eighty petr¢80%) of the billed charges for Medicare-
eligible expenses for medically necessary emergkaspital, physician and medical care
received in a foreign country, which care wouldénaeen covered by Medicare if provided in
the United States and which care began duringittbiesixty (60) consecutive days of each trip
outside the United States, subject to a calendardeductible of two hundred fifty dollars
($250), and a lifetime maximum benefit of fifty theand dollars ($50,000). For purposes of this
benefit, "emergency care" shall mean care needetkdiately because of an injury or an illness
of sudden and unexpected onset.

6.4.i. 1. Preventive Medical Care Benefit: Coverfmy the following preventive
health services not covered by Medicare:

6.4.i.1.A. An annual clinical preventive medicatbry and
physical examination that may include tests andises from paragraph 2 of this subdivision
and patient education to address preventive heatdhmeasures:

6.4.i.1.B. Preventive screening tests or prevergervices, the
selection and frequency of which is determinedeartedically appropriate by the attending
physician.

6.4.1.2. Reimbursement shall be for the actuatgdgup to one hundred
percent (100%) of the Medicare-approved amounéémh service, as if Medicare were to cover
the service as identified in American Medical Asation Current Procedural Terminology
(AMA CPT) codes, to a maximum of one hundred twetdlars ($120) annually under this
benefit. This benefit shall not include paymemntday procedure covered by Medicare.

6.4.j. At-Home Recovery Benefit: Coverage for e to provide short term, at-
home assistance with activities of daily living tbose recovering from an illness, injury or
surgery.

6.4.).1. For purposes of this benefit, the follogiidefinitions shall apply:

6.4.).1.A. "Activities of daily living" include, bt are not limited
to, bathing, dressing, personal hygiene, transigreating, ambulating, assistance with drugs
that are normally self-administered, and changegdlages or other dressings.

6.4.).1.B. "At-home recovery visit" means the pdrof a visit
required to provide at-home recovery care, withiooit on the duration of the visit, except each
consecutive four (4) hours in a 24-hour periodas/ges provided by a care provider is one
visit.

6.4.).1.C. "Care provider" means a duly qualifeedicensed home
health aide or homemaker, personal care aide semuovided through a licensed home health
care agency or referred by a licensed referral@genlicensed nurses' registry.

6.4.].1.D. "Home" shall mean any place used byiritkared as a
place of residence, provided that the place wouklify as a residence for home health care
services covered by Medicare. A hospital or s@tibersing facility shall not be considered the
insured's place of residence.



6.4.).2. Coverage Requirements and Limitations

6.4.).2.A. At-home recovery services provided mhesprimarily
services which assist in activities of daily living

6.4.).2.B. The insured's attending physician ncestify that the
specific type and frequency of at-home recoveryises are necessary because of a condition for
which a home care plan of treatment was approvdddgicare.

6.4.).2.C. Coverage is limited to:

6.4..2.C.1. No more than the number and typd-bbane

recovery visits certified as necessary by the mdwsrattending physician. The total number of
at-home recovery visits shall not exceed the nurabbtedicare-approved home health care
visits under a Medicare-approved home care pldreatment;

6.4.j.2.C. 2. The actual charges for each visitoug
maximum reimbursement of forty dollars ($40) pesityi

6.4.j.2.C. 3. One thousand six hundred dollars6@1) per
calendar year;

6.4.j.2.C. 4. Seven (7) visits in any one week;

6.4.j.2.C. 5. Care furnished on a visiting basithie
insured's home;

6.4.j.2.C. 6. Services provided by a care provater
defined in this section;

6.4.j.2.C. 7. At-home recovery visits while theuned is
covered under the policy or certificate and noeothse excluded;

6.4.j.2.C. 8. At-home recovery visits receivedidgrthe
period the insured is receiving Medicare-approvehé care services or no more than eight (8)
weeks after the service date of the last Medicppraaved home health care visit.

6.4.j.3. Coverage is excluded for:

6.4.j.3.A. Home care visits paid for by Medicareother
government programs; and

6.4.j.3.B. Care provided by family members, unpatlinteers or
providers who are not care providers.

6.5 Standards for Plans K and L

6.5.a. Standardized Medicare supplement beneiit 4" shall consist of the



following:

6.5.a.1. Coverage of one hundred percent (100%)eoPart A hospital
coinsurance amount for each day used from tRetGbugh the 90day in any Medicare benefit
period;

6.5.a.2. Coverage of one hundred percent (100%)eoPart A hospital
coinsurance amount for each Medicare lifetime iigpatreserve day used from the'@irough
the 150" day in any Medicare benefit period;

6.5.a.3. Upon exhaustion of the Medicare hosm{adtient coverage,
including the lifetime reserve days, coverage & bundred percent (100%) of the Medicare Part
A eligible expenses for hospitalization paid at éipplicable prospective payment system (PPS)
rate, or other appropriate Medicare standard ofnasg, subject to a lifetime maximum benefit
of an additional 365 days. The provider shall pttiee issuer's payment as payment in full and
may not bill the insured for any balance;

6.5.a.4. Medicare Part A Deductible: Coveragdifty percent (50%) of
the Medicare Part A inpatient hospital deductilsteant per benefit period until the out-of-
pocket limitation is met as described in paragraplof this subdivision;

6.5.a.5. Skilled Nursing Facility Care: Coveragefifty percent (50%) of
the coinsurance amount for each day used from1tid&y through the 100day in a Medicare
benefit period for post-hospital skilled nursingifily care eligible under Medicare Part A until
the out-of-pocket limitation is met as describegh@magraph 10 of this subdivision;

6.5.a.6. Hospice Care: Coverage for fifty per¢d0eso) of cost sharing for
all Part A Medicare eligible expenses and resgte antil the out-of pocket limitation is met as
described in paragraph 10 of this subdivision;

6.5.a.7. Coverage of fifty percent (50%), undedMare Part A or B, of
the reasonable cost of the first three (3) pintslobd (or equivalent quantities of packed red
blood cells, as defined under federal regulatiomégss replaced in accordance with federal
regulations until the out-of-pocket limitation ieetras described in paragraph 10 of this
subdivision;

6.5.a.8. Except for coverage provided in parag&phthis subdivision,
coverage of fifty percent (50%) of the cost shantigerwise applicable under Medicare Part B
after the policyholder pays the Part B deductilviel the out-of-pocket limitation is met as
described in paragraph 10 of this subdivision;

6.5.a.9. Coverage of one hundred percent (100%jeofost sharing for
Medicare Part B preventive services after the ghbtder pays the Part B deductible; and

6.5.a.10. Coverage of one hundred percent (100%) cost sharing
under Medicare Parts A and B for the balance ot#iendar year after the individual has
reached the out-of-pocket limitation on annual exjieires under Medicare Parts A and B of
four thousand dollars ($4,000) in 2006, indexedeagsar by the appropriate inflation adjustment



specified by the Secretary of the U.S. Departméhtealth and Human Services.

6.5.b. Standardized Medicare supplement bengidit fil” shall consist of the
following:

6.5.b.1. The benefits described in paragraphs 3 aad 9, subdivision a
of this subsection;

6.5.b.2. The benefit described in paragraphs @, B,and 8, subdivision a
of this subsection, but substituting seventy-fieegent (75%) for fifty percent (50%); and

6.5.b.3. The benefit described in paragraph l@disision a of this
subsection, but substituting two thousand doll&2s000) for four thousand dollars ($4,000).

8114-24-6A. Benefit Standardsfor 2010 Standardized Medicar e Supplement Benefit Plan
Policiesor Certificates Issued for Delivery with an Effective Date for Coverage on or After
June 1, 2010.

6A.1. The following standards are applicable taviddicare supplement policies or
certificates delivered or issued for delivery irsthtate with an effective date for coverage on or
after June 1, 2010. No policy or certificate maydalvertised, solicited, delivered, or issued for
delivery in this state as a Medicare supplemerntyaoir certificate unless it complies with these
benefit standards. No issuer may offer any 199@datalized Medicare supplement benefit plan
for sale on or after June 1, 2010. Benefit stasmlapplicable to Medicare supplement policies
and certificates issued with an effective datecforerage prior to June 1, 2010 remain subject to
the requirements of section 6 and 7 of this rule.

6A.2. General Standards. The following standapgdyato Medicare supplement policies
and certificates and are in addition to all otlegjuirements of this rule.

6A.2.a. A Medicare supplement policy or certifeeahall not exclude or limit
benefits for losses incurred more than six (6) rsifitom the effective date of coverage because
it involved a preexisting condition. The policyaertificate may not define a preexisting
condition more restrictively than a condition fohieh medical advice was given or treatment
was recommended by or received from a physiciahiwgix (6) months before the effective
date of coverage.

6A.2.b. A Medicare supplement policy or certifieahall not indemnify against
losses resulting from sickness on a different bisia losses resulting from accidents.

6A.2.c. A Medicare supplement policy or certifeghall provide that benefits
designed to cover cost sharing amounts under Medig#l be changed automatically to
coincide with any changes in the applicable Medickeductible, co-payment, or coinsurance
amounts. Premium modifications to correspond éséhchanges are permissible subject to prior
approval of the Commissioner. Any proposed premioodifications shall be filed with the
Commissioner in compliance with procedures apple#ataccident and sickness filings
generally and with other applicable sections f thie.



6A.2.d. No Medicare supplement policy or certifecahall provide for
termination of coverage of a spouse solely becatifee occurrence of an event specified for
termination of coverage of the insured, other t@nnonpayment of premium.

6A.2.e. Each Medicare supplement policy shall lergnteed renewable.

6A.2.e.1. The issuer shall not cancel or non-reti@apolicy solely on the
ground of health status of the individual.

6A.2.e.2. The issuer shall not cancel or non-reti@npolicy for any
reason other than nonpayment of premium or materisiepresentation.

6A.2.e.3. If the Medicare supplement policy isrigrated by the group
policyholder and is not replaced as provided updeagraph 5 of this subdivision, the issuer
shall offer certificate holders an individual Medlie supplement policy which (at the option of
the certificate holder):

6A.2.e.3.A. Provides for continuation of the béisetontained in
the group policy; or

6A.2.e.3.B. Provides for benefits that otherwissehthe
requirements of this subsection.

6A.2.e.4. If an individual is a certificate holdera group Medicare
supplement policy and the individual terminates rbership in the group, the issuer shall:

6A.2.e.4.A. Offer the certificate holder the corsien opportunity
described in paragraph 3 of this subdivision; or

6A.2.e.4.B. At the option of the group policyhaldeffer the
certificate holder continuation of coverage undher group policy.

6A.2.e.5. If a group Medicare supplement polickeiglaced by another
group Medicare supplement policy purchased by déimeespolicyholder, the issuer of the
replacement policy shall offer coverage to all passcovered under the old group policy on its
date of termination. Coverage under the new pai@ll not result in any exclusion for
preexisting conditions that would have been coveratkr the group policy being replaced.

6A.2.f. Termination of a Medicare supplement ppbe certificate shall be
without prejudice to any continuous loss which cagnged while the policy was in force, but the
extension of benefits beyond the period during Whine policy was in force may be conditioned
upon the continuous total disability of the insyradited to the duration of the policy benefit
period, if any, or payment of the maximum beneffReceipt of Medicare Part D benefits will
not be considered in determining a continuous loss.

6A.2.9g. 1. A Medicare supplement policy or cestite shall provide that benefits
and premiums under the policy or certificate shalsuspended at the request of the policyholder
or certificate holder for the period (not to excéeednty-four (24) months) in which the policy



holder or certificate holder has applied for andagermined to be entitled to medical assistance
under Title XIX of the Social Security Act, but gnf the policyholder or certificate holder
notifies the issuer of the policy or certificatethin ninety (90) days after the date the individual
becomes entitled to assistance.

6A.2.9.2. If suspension occurs and if the polidgiro or certificate holder
loses entitlement to medical assistance, the policertificate shall be automatically reinstituted
(effective as of the date of termination of entitent) as of the termination of entitlement if the
policyholder or certificate holder provides notafdoss of entitlement within ninety (90) days
after the date of loss and pays the premium atafila to the period, effective as of the date of
termination of entitlement.

6A.2.9.3. Each Medicare supplement policy shalvjate that benefits
and premiums under the policy shall be suspendaed(fy period that may be provided by
federal regulation) at the request of the policgleolif the policyholder is entitled to benefits
under Section 226 (b) of the Social Security Aat encovered under a group health plan (as
defined in Section 1862 (b)(1)(A)(v) of the Socsacurity Act). If suspension occurs and if the
policyholder or certificate holder loses coveragder the group health plan, the policy shall be
automatically reinstituted (effective as of theedat loss of coverage) if the policyholder
provides notice of loss of coverage within nin€9)(days after the date of the loss.

6A.2.9.4. Reinstitution of coverages as descrihgmhragraphs 2 and 3 of
this subdivision:

6A.2.9.4.A. Shall not provide for any waiting petiwith respect
to treatment of preexisting conditions;

6A.2.9.4.B. Shall provide for resumption of covgegdhat is
substantially equivalent to coverage in effect betbe date of suspension; and

6A.2.9.4.C. Shall provide for classification okptiums on terms
at least as favorable to the policyholder or degte holder as the premium classification terms
that would have applied to the policyholder or ifiegte holder had the coverage not been
suspended.

6A.3. Standards for Basic Core Benefits CommoNéadlicare Supplement Insurance
Benefit Plans A, B, C, D, F, F with High Deductip@&, M and N. Every issuer of Medicare
supplement insurance benefit plans shall makeahaila policy or certificate including only the
following basic core package of benefits to eadspective insured. An issuer may make
available to prospective insureds any of the oihedicare supplement insurance benefit plans in
addition to the basic core package, but not in tieweof.

6A.3.a. Coverage of Part A Medicare eligible exggfor hospitalization to the
extent not covered by Medicare from thé' @ay through the 90day in any Medicare benefit
period;

6A.3.b. Coverage of Part A Medicare eligible exgemnincurred for
hospitalization to the extent not covered by Megidar each Medicare lifetime inpatient reserve



day used;

6A.3.c. Upon exhaustion of the Medicare hospitphtient coverage including
the lifetime reserve days, coverage of one hungezdent (100%) of the Medicare Part A
eligible expenses for hospitalization paid at thpli@able prospective payment system (PPS)
rate, or other appropriate Medicare standard ofmasg, subject to a lifetime maximum benefit
of an additional 365 days. The provider shall pttiee issuer's payment as payment in full and
may not bill the insured for any balance;

6A.3.d. Coverage under Medicare Parts A and Bhifereasonable cost of the
first three (3) pints of blood (or equivalent quaes of packed red blood cells, as defined in
federal regulations) unless replaced in accordanitefederal regulations;

6A.3.e. Coverage for the coinsurance amount, trarcase of hospital outpatient
department service paid under a prospective paysystem, the co-payment amount, of
Medicare eligible expenses under Part B regardiEbsspital confinement, subject to the
Medicare Part B deductible;

6A.3.f. Hospice Care: Coverage of cost sharingafbPart A Medicare eligible
hospice care and respite care expenses.

6A.4. Standards for Additional Benefits. The faliag additional benefits shall be
included in Medicare supplement benefit Plans BDCF, F with High Deductible, G, M and N
as provided by section 7A of this rule.

6A.4.a. Medicare Part A Deductible: Coverage foe bundred percent (100%)
of the Medicare Part A inpatient hospital deduetidnount per benefit period.

6A.4.b. Medicare Part A Deductible: Coverage ftty percent (50%) of the
Medicare Part A inpatient hospital deductible aniquer benefit period.

6A.4.c. Skilled Nursing Facility Care: Coverage the actual billed charges up
to the coinsurance amount from thé'2ay through the 100day in a Medicare benefit period
for post-hospital skilled nursing facility careg@ble under Medicare Part A.

6A.4.d. Medicare Part B Deductible: Coverage foe bundred percent (100%)
of the Medicare Part B deductible amount per caegdar regardless of hospital confinement.

6A.4.e. One Hundred Percent (100%) of the MediPam B Excess Charges:
Coverage for all of the difference between the @dWedicare Part B charges as billed, not to
exceed any charge limitation established by theibéed program or state law, and the
Medicare-approved Part B charge.

6A.4.f. Medically Necessary Emergency Care in eelgm Country: Coverage to
the extent not covered by Medicare for eighty petr¢80%) of the billed charges for Medicare-
eligible expenses for medically necessary emergkaspital, physician and medical care
received in a foreign country, which care wouldénaeen covered by Medicare if provided in
the United States and which care began duringittbiesixty (60) consecutive days of each trip



outside the United States, subject to a calendardeductible of two hundred fifty dollars
($250), and a lifetime maximum benefit of fifty theand dollars ($50,000). For purposes of this
benefit, “emergency care” shall mean care needeadednately because of an injury or an iliness
of sudden and unexpected onset.

8114-24-7. Standard Medicar e Supplement Benefit Plans 1990 Standardized Medicare
Supplement Benefit Plan Policies or Certificates|ssued for Delivery on or After August 5,
1991 and with an Effective Date for Coverage Prior to June 1, 2010.

7.1. An issuer shall make available to each praspepolicyholder and certificate
holder a policy form or certificate form containiogly the basic core benefits, as defined in
subsection 6.3 of this rule.

7.2. No groups, packages or combinations of Medisapplement benefits other than
those listed in this section shall be offered flesn this state, except as may be permitted in
subsection 7.7 of this section and in section 8gftion 8 of this rule will not take effect until
West Virginia is designated a Medicare Select Sigthe federal government], of this rule.

7.3. Benefit plans shall be uniform in structdamguage, designation and format to the
standard benefit plans "A" through "L" listed ingtlsubsection and conform to the definitions in
section 2 of this rule. Each benefit shall bedtrted in accordance with the format provided in
subsections 6.3 and 6.4 or 6.5 of this rule aridHis benefits in the order shown in this
subsection. For purposes of this section, "streclianguage, and format" means style,
arrangement and overall content of a benefit.

7.4. An issuer may use, in addition to the bernméih designations required in subsection
7.3 of this section, other designations to therexpermitted by law.

7.5. Make-up of benefit plans:

7.5.a. Standardized Medicare supplement beneiit A" shall be limited to the
Basic Core Benefits Common to All Benefit PlansdaBined in subsection 6.3 of this rule.

7.5.b. Standardized Medicare supplement beneiit {8 shall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible as defined in subdivision a, subsedidnof this rule.

7.5.c. Standardized Medicare supplement beneiit {i€” shall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, Medicdtart B Deductible and Medically Necessary
Emergency Care in a Foreign Country as definedimliwisions a, b, ¢c and h of subsection 6.4
respectively.

7.5.d. Standardized Medicare supplement beneiit {fid” shall include only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, MedigalNlecessary Emergency Care in a Foreign
Country and the At-Home Recovery Benefit as defimesubdivisions a, b, h and j of subsection
6.4 respectively.



7.5.e. Standardized Medicare supplement beneiit " shall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, MedigalNlecessary Emergency Care in a Foreign
Country and Preventive Medical Care as definedibd&isions a, b, h and i of subsection 6.4
respectively.

7.5.f. Standardized Medicare supplement benedi fF” shall include only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, the Skilled Nursing Facility Care, hart B Deductible, One Hundred Percent
(100%) of the Medicare Part B Excess Charges, agdiddlly Necessary Emergency Care in a
Foreign Country as defined in subdivisions a, g and h of subsection 6.4 respectively.

7.5.9. Standardized Medicare supplement bengjit deductible plan “F” shall
include only the following: one hundred percentQ¥) of covered expenses following the
payment of the annual high deductible plan “F” dedhle. The covered expenses include the
core benefit as defined in subsection 6.3 of thiis, iplus the Medicare Part A deductible, skilled
nursing facility care, the Medicare Part B deduetibne hundred percent (100%) of the
Medicare Part B excess charges, and medically sagesmergency care in a foreign country as
defined in subdivisions a, b, c, e, and h of sutiwe®.4. respectively. The annual high
deductible plan “F” deductible shall consist of-ofpocket expenses, other than premiums, for
services covered by the Medicare supplement plapdékcy, and shall be in addition to any
other specific benefit deductibles. The annuahhigductible Plan “F’ deductible shall be one
thousand five hundred dollars ($1,500) for 1998 H9@9, and shall be based on the calendar
year. It shall be adjusted annually thereaftethieySecretary to reflect the change in the
Consumer Price Index for all urban consumers fertitvelve-month period ending with August
of the preceding year, and rounded to the nearebipte of ten dollars ($10).

7.5.h. Standardized Medicare supplement beneifit {{6" shall include only the
following: The Core Benefit as defined in subseatto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, Eightgreent (80%) of the Medicare Part B Excess
Charges, Medically Necessary Emergency Care irr@igioCountry, and the At-Home Recovery
Benefit as defined in subdivisions a, b, d, h aatilgubsection 6.4 respectively.

7.5.i. Standardized Medicare supplement benedit pH" shall consist of only
the following: The Core Benefit as defined in sudtem 6.3 of this rule, plus the Medicare Part
A Deductible, Skilled Nursing Facility Care, Ba$leescription Drug Benefit, and Medically
Necessary Emergency Care in a Foreign Countryfasedan subdivisions a, b, f and h of
subsection 6.4 respectively. The outpatient pigson drug benefit shall not be included in a
Medicare supplement policy sold after Decembe2BD5.

7.5.). Standardized Medicare supplement benedit pI' shall consist of only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, One Hued Percent (100%) of the Medicare Part B
Excess Charges, Basic Prescription Drug Benefitjitédly Necessary Emergency Care in a
Foreign Country and At-Home Recovery Benefit asndef in subdivisions a, b, e, f, h and j of
subsection 6.4 respectively. The outpatient pigsan drug benefit shall not be included in a
Medicare supplement policy sold after December2BD5.



7.5.k. Standardized Medicare supplement benedit )" shall consist of only the
following: The Core Benefit as defined in subsetto3 of this rule, plus the Medicare Part A
Deductible, Skilled Nursing Facility Care, Medicd&art B Deductible, One Hundred Percent
(100%) of the Medicare Part B Excess Charges, Eei@iPrescription Drug Benefit, Medically
Necessary Emergency Care in a Foreign Country eatexe Medical Care and At-Home
Recovery Benefit as defined in subdivisions a, e, @, h, i and j of subsection 6.4 respectively.
The outpatient drug benefit shall not be included Medicare supplement policy sold after
December 31, 2005.

7.5]. Standardized Medicare supplement benefit higluckgale plan “J” shall
consist of only the following: one hundred perc@t0%) of covered expenses following the
payment of the annual high deductible plan “J” d#itile. The covered expenses include the
core benefit as defined in subsection 6.3 of thiis, iplus the Medicare Part A deductible, skilled
nursing facility care, Medicare Part B deductildee hundred percent (100%) of the Medicare
Part B excess charges, extended prescription drefid, medically necessary emergency care in
a foreign country, preventive medical care beraafd at-home recovery benefit as defined in
subdivisions a, b, c, e, g, h, i and j of subsec@i@! respectively. The annual high deductible
plan “J” deductible shall consist of out-of-pockapenses, other than premiums, for services
covered by the Medicare supplement plan “J” polay shall be in addition to any other
specific benefit deductibles. The annual deduetdhiall be one thousand five hundred dollars
($1,500) for 1998 and 1999, and shall be basedaatemdar year. It shall be adjusted annually
thereafter by the Secretary to reflect the chandka Consumer Price Index for all urban
consumers for the twelve-month period ending witlgést of the preceding year, and rounded
to the nearest multiple of ten dollars ($10). ®hépatient prescription drug benefit shall not be
included in a Medicare supplement policy sold afiecember 31, 2005.

7.6. Make-up of two Medicare supplement plans m#diby The Medicare Prescription
Drug, Improvement and Modernization Act of 2003 (MM

7.6.a. Standardized Medicare supplement beneit 4" shall consist of only
those benefits described in subdivision a, subse&i5 of this rule.

7.6.b. Standardized Medicare supplement beneiit fil” shall consist of only
those benefits described in subdivision b, subse@i5 of this rule.

7.7. New and Innovative Benefits: An issuer mayhwhe prior approval of the
Commissioner, offer policies or certificates winor innovative benefits in addition to the
benefits provided in a policy or certificate théterwise complies with the applicable standards.
The new or innovative benefits may include bendfitd are appropriate to Medicare supplement
insurance, new or innovative, not otherwise avélatost-effective, and offered in a manner
which is consistent with the goal of simplificatiohMedicare supplement policies. After
December 31, 2005, the innovative benefit shalimdtude an outpatient prescription drug
benefit.

8114-24-7A. Standard Medicar e Supplement Benefit Plansfor 2010 Standardized
M edicar e Supplement Benefit Plan Policies or Certificates|ssued for Delivery with an
Effective Date for Coverage on or After June 1, 2010.



7A.1. The following standards are applicable tddidicare supplement policies or
certificates delivered or issued for delivery irsthtate with an effective date of coverage on or
after June 1, 2010. No policy or certificate maydalvertised, solicited, delivered or issued for
delivery in this state as a Medicare supplemerntyai certificate unless it complies with these
benefit plan standards. Benefit plan standardicaiye to Medicare supplement policies and
certificates issued with an effective date of cagerbefore June 1, 2010 remain subject to the
requirements of sections 6 and 7 of this rule.

7A.2. a. Anissuer shall make available to eaclspeotive policyholder and certificate
holder a policy form or certificate form containingly the basic core benefits as defined in
subsection 6A.3 of this rule.

7A.2.b. If an issuer makes available any of thditewhal benefits described in
subsection 6A.4, or offers standardized benefib®la or L (as described in subdivisions h and i,
subsection 7A.6 of this section), then the isshall snake available to each prospective
policyholder and certificate holder, in additionagolicy form or certificate form with only the
basic core benefits as described in subdivisiohthi® subsection, a policy form or certificate
form containing either standardized benefit Plafafdescribed in subdivision ¢, subsection
7A.6 of this section) or standardized benefit Ffglas described in subdivision e, subsection
7A.6 of this section).

7A.3. No groups, packages or combinations of Me@icupplement benefits other than
those listed in this section shall be offered flesn this state, except as may be permitted in
subsections 7A.7 of this section and section &isfrule.

7A.4. Benefit plans shall be uniform in structuesguage, designation and format to the
standard benefit plans listed in this subsectiah@mnform to the definitions in section 2 of this
rule. Each benefit shall be structured in accacdamith the format provided in subsections 6A.3
and 6A.4 of this rule; or in the case of plans K.an subdivisions h and i, subsection 7A.6 of
this section and list the benefits in the ordemgio For purposes of this section, “structure,
language and format” means style, arrangement agichib content of a benefit.

7A.5. In addition to the benefit plan designatioaguired in subsection 7A.4 of this
section, an issuer may use other designationstextent permitted by law.

7A.6. Make-up of 2010 Standardized Benefit Plans:

7A.6.a. Standardized Medicare supplement benkit R shall include only the
following: The basic core benefits as definedubsection 6A.3 of this rule.

7A.6.b. Standardized Medicare supplement benkdit B shall include only the
following: The basic core benefits as definedubsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductibldefghed in subdivision a, subsection 6A.4 of
this rule.

7A.6.c. Standardized Medicare supplement benk&fit B shall include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilitélesl nursing facility care, one hundred



percent (100%) of the Medicare Part B deductibld medically necessary emergency care in a
foreign country as defined in subdivisions a, end f of subsection 6A.4, respectively.

7A.6.d. Standardized Medicare supplement benkfit P shall include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilitélesl nursing facility care and medically
necessary emergency care in a foreign countryfaseden subdivisions a, ¢ and f of subsection
6A.4, respectively.

7A.6.e. Standardized Medicare supplement Plaral iskclude shall include only
the following: The basic core benefit as definedubsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilble,skilled nursing facility care, one hundred
percent (100%) of the Medicare Part B deductibhe loundred percent (100%) of the Medicare
Part B excess charges and medically necessary enogrgare in a foreign country as defined in
subdivisions a, c, d, e and f of subsection 6Aedpectively.

7A.6.f. Standardized Medicare supplement Plantk ttigh Deductible shall
include only the following: one hundred percer%) of covered expenses following the
payment of the annual deductible set forth in paaly 2 of this subdivision below.

7A.6.f.1. The basic core benefit as defined inssghion 6A.3 of this rule,
plus one hundred percent (100%) of the MedicareAdeductible, skilled nursing facility care,
one hundred percent (100%) of the Medicare Pardictible, one hundred percent (100%) of
the Medicare Part B excess charges and medicaissary emergency care in a foreign country
as defined in subdivisions a, c, d, e and f of satisn 6A.4, respectively.

7A.6.f.2. The annual deductible in Plan F with IHIgeductible shall
consist of out-of-pocket expenses, other than premsj for services covered by Plan F (as
described in subdivision e of this subsection), simall be in addition to any other specific
benefit deductibles. The basis for the deductbk! be one thousand five hundred dollars
($1,500) and shall be adjusted annually from 198thb Secretary of the U.S. Department of
Health and Human Services to reflect the changledrConsumer Price Index for all urban
consumers for the twelve-month period ending witlgést of the preceding year, and rounded
to the nearest multiple of ten dollars ($10).

7A.6.g. Standardized Medicare supplement benkfit B shall include only the
following: The basic core benefit as defined ibsection 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilitélesl nursing facility care, one hundred
percent (100%) of the Medicare Part B excess ckaagd medically necessary emergency care
in a foreign country as defined in subdivisions,a& and f of subsection 6A.4, respectively.

7A.6.h. Standardized Medicare supplement Planrdasdated by The Medicare
Prescription Drug, Improvement and Modernization #ic2003 and shall include only the
following:

7A.6.h.1. Part A Hospital Coinsurance'@tirough 98 days: Coverage
of one hundred percent (100% of the Part A hospdaisurance amount for each day used from
the 6% day through the 90day in any Medicare benefit period;



7A.6.h.2. Part A Hospital Coinsurance'@thy through 150days:
Coverage of one hundred percent (100%) of theA°hdspital coinsurance amount for each
Medicare lifetime inpatient reserve day used from 2% day through the 130day in any
Medicare benefit period;

7A.6.h.3. Part A Hospitalization After 150 daydpon exhaustion of the
Medicare hospital inpatient coverage, includinglifegime reserve days, coverage of one
hundred percent (100%) of the Medicare Part A lelegexpenses for hospitalization paid at the
applicable prospective payment system (PPS) ratgther appropriate Medicare standard of
payment, subject to a lifetime maximum benefit mfaditional 365 days. The provider shall
accept the issuer’'s payment as payment in fullraag not bill the insured for any balance;

7A.6.h.4. Medicare Part A Deductible: Coveragefifty percent (50%)
of the Medicare Part A inpatient hospital deduetidimount per benefit period until the out-of-
pocket limitation is met as described in paragraplof this subdivision;

7A.6.h.5. Skilled Nursing Facility Care: Coverdgefifty percent (50%)
of the coinsurance amount for each day used fren2ffiday through the 100day in a
Medicare benefit period for post-hospital skillagsing facility care eligible under Medicare
Part A until the out-of-pocket limitation is met @sscribed in paragraph 10 of this subdivision;

7A.6.h.6. Hospice Care: Coverage for fifty pera@so) of cost sharing
for all Part A Medicare eligible expenses and resgare until the out-of-pocket limitation is met
as described in paragraph 10 of this subdivision;

7A.6.h.7. Blood: Coverage for fifty percent (5Q%hder Medicare Part
A or B, of the reasonable cost of the first thi@epints of blood (or equivalent quantities of
packed red blood cells, as defined under fedegailagions) unless replaced in accordance with
federal regulations until the out-of-pocket limitat is met as described in paragraph 10 of this
subdivision;

7A.6.h.8. Part B Cost Sharing: Except for coveragvided in
paragraph 9 of this subdivision, coverage for fifgrcent (50%) of the cost sharing otherwise
applicable under Medicare Part B after the politgappays the Part B deductible until the out-
of-pocket limitation is met as described in parpbra0 of this subdivision;

7A.6.h.9. Part B Preventive Services: Coveraganefhundred percent
(100%) of the cost sharing for Medicare Part B preive services after the policyholder pays
the Part B deductible;

7A.6.h.10. Cost Sharing After Out-of-Pocket LimitSoverage of one
hundred percent (100%) of all cost sharing undedibée Parts A and B for the balance of the
calendar year after the individual has reacheathef-pocket limitation on annual expenditures
under Medicare Parts A and B of four thousand dol{&4,000) in 2006, indexed each year by
the appropriate inflation adjustment specified iy $ecretary of the U.S. Department of Health
and Human Services.

7A.6.i. Standardized Medicare supplement Planrhasidated by The Medicare



Prescription Drug, Improvement and Modernization #ic2003, and shall include only the
following:

7A.6.i.1. The benefits described in paragrapl B,and 9, subdivision h
of this subsection;

7A.6.i.2. The benefits described in paragraphs 8, 7 and 8, subdivision
h of this subsection, but substitution seventy-peecent (75%) for fifty percent (50%); and

7A.6.1.3. The benefit described in paragraph 10dsusion h of this
subsection, but substituting two thousand doll&25000) for four thousand dollars ($4,000).

7A.6.j. Standardized Medicare supplement Plan Ml shclude only the
following: The basic core benefit as defined insdiion 6A.3 of this rule, plus fifty percent
(50%) of the Medicare Part A deductible, skilledsing facility care and medically necessary
emergency care in a foreign country as definedibdision b, ¢ and f of subsection 6A.4,
respectively:

7A.6.k. Standardized Medicare supplement Planall siclude only the
following: The basic core benefit as defined insdiion 6A.3 of this rule, plus one hundred
percent (100%) of the Medicare Part A deductilitélesl nursing facility care and medically
necessary emergency care in a foreign countryfaseden subdivision a, ¢ and f of subsection
6A.4, respectively, with co-payments in the follogiamounts:

7A.6.k.1. The lesser of twenty dollars ($20) @ Medicare Part B
coinsurance or co-payment for each covered heafthmrovider office visit (including visits to
medical specialists); and

7A.6.k.2. The lesser of fifty dollars ($50) or thtedicare Part B
coinsurance or co-payment for each covered emeygeonm visit, however, this co-payment
shall be waived if the insured is admitted to aogphtal and the emergency visit is subsequently
covered as a Medicare Part A expense.

7A.7. New or Innovative Benefits: An issuer mayth the prior approval of the
Commissioner, offer policies or certificates wimnor innovative benefits, in addition to the
standardized benefits provided in a policy or &iedte that otherwise complies with the
applicable standards. The new or innovative benshall include only benefits that are
appropriate to Medicare supplement insurance, @near innovative, are not otherwise available
and are cost-effective. Approval of new or innox@benefits must not adversely impact the
goal of Medicare supplement simplification. Newrarovative benefits shall not include an
outpatient prescription drug benefit. New or inative benefits shall not be used to change or
reduce benefits, including a change of any costistg@rovision, in any standardized plan.

8114-24-8. Medicare Select Policies and Certificates.

8.1. This section shall apply to Medicare Seleticpes and certificates, as defined in
this section.



8.2. No policy or certificate may be advertisechddedicare Select policy or certificate
unless it meets the requirements of this section.

8.3. For the purposes of this section:

8.3.a. "Complaint" means any dissatisfaction esggd by an individual
concerning a Medicare Select issuer or its netyookiders.

8.3.b. "Grievance" means dissatisfaction expressediting by an individual
insured under a Medicare Select policy or certiGaaith the administration, claims practices, or
provision of services concerning a Medicare Setstter or its network providers.

8.3.c. "Medicare Select issuer" means an issderind, or seeking to offer, a
Medicare Select policy or certificate.

8.3.d. "Medicare Select policy" or "Medicare Seleertificate” mean respectively
a Medicare supplement policy or certificate thaitams restricted network provisions.

8.3.e. "Network provider" means a provider of bieahre, or a group of
providers of health care, which has entered intoitien agreement with the issuer to provide
benefits insured under a Medicare Select policy.

8.3.f. "Restricted network provision" means angvision which conditions the
payment of benefits, in whole or in part, on the anetwork providers.

8.3.g. "Service area" means the geographic arg@egd by the Commissioner
within which an issuer is authorized to offer a Mede Select policy.

8.4. The Commissioner may authorize an issueffén a Medicare Select policy or
certificate, pursuant to this section and Secti®s84of the Omnibus Budget Reconciliation Act
(OBRA) of 1990 if the Commissioner finds that tesuer has satisfied all of the requirements of
this rule.

8.5. A Medicare Select issuer shall not issue dibége Select policy or certificate in
this state until its plan of operation has beerraygd by the Commissioner.

8.6. A Medicare Select issuer shall file a proplggian of operation with the
Commissioner in a format prescribed by the Commrs=i. The plan of operation shall contain
at least the following information:

8.6.a. Evidence that all covered services thasabgect to restricted network
provisions are available and accessible througlar&tproviders, including a demonstration
that:

8.6.a.1. Services can be provided by network plergi with reasonable
promptness with respect to geographic locationrdiotioperation and after-hour care. The
hours of operation and availability of after-hoare shall reflect usual practice in the local area.
Geographic availability shall reflect the usual/gttimes within the community.



8.6.a.2. The number of network providers in th@ise area is sufficient,
with respect to current and expected policyholdeither:

8.6.a.2.A. To deliver adequately all services #ratsubject to a
restricted network provision; or

8.6.a.2.B. To make appropriate referrals.

8.6.a.3. There are written agreements with netyookiders describing
specific responsibilities.

8.6.a.4. Emergency care is available twenty-f@d) fours per day and
seven (7) days per week.

8.6.a.5. In the case of covered services thagdvgct to a restricted

network provision and are provided on a prepaidsh#isere are written agreements with
network providers prohibiting the providers frontlibg or otherwise seeking reimbursement
from or recourse against any individual insurederralMedicare Select policy or certificate.
This paragraph shall not apply to supplementalggsor coinsurance amounts as stated in the
Medicare Select policy or certificate.

8.6.b. A statement or map providing a clear dpsion of the service area.

8.6.c. A description of the grievance procedurbdaaitilized.

8.6.d. A description of the quality assurance oy including:

8.6.d.1. The formal organizational structure;

8.6.d.2. The written criteria for selection, réten and removal of
network providers; and

8.6.d.3. The procedures for evaluating qualitgare provided by network
providers, and the process to initiate correctstéoa when warranted.

8.6.e. A list and description, by specialty, c# tietwork providers.

8.6.f. Copies of the written information proposede used by the issuer to
comply with subsection 8.10 of this section.

8.6.g. Any other information requested by the Cossmner.
8.7. A Medicare Select issuer shall file:
8.7.a. Any proposed changes to the plan of oeratixcept for changes to the
list of network providers, with the Commissioneiopito implementing the changes. The

changes shall be considered approved by the Conomégsafter thirty (30) days unless
specifically disapproved.



8.7.b. An updated list of network providers witle tCommissioner at least
quarterly.

8.8. A Medicare Select policy or certificate shail restrict payment for covered
services provided by non-network providers if:

8.8.a. The services are for symptoms requiringrgemey care or are
immediately required for an unforeseen illnessyriypr a condition; and

8.8.b. Itis not reasonable to obtain servicesufh a network provider.

8.9. A Medicare Select policy or certificate shalbvide payment for full coverage under
the policy for covered services that are not abéeléhrough network providers.

8.10. A Medicare Select issuer shall make full taaddisclosure in writing of the
provisions, restrictions, and limitations of the diteare Select policy or certificate to each
applicant. This disclosure shall include at lghstfollowing:

8.10.a. An outline of coverage sufficient to perthe applicant to compare the
coverage and premiums of the Medicare Select policertificate with:

8.10.a.1. Other Medicare supplement policies difcates offered by the
issuer; and

8.10.a.2. Other Medicare Select policies or gediés.

8.10.b. A description (including address, phoneber and hours of operation)
of the network providers, including primary careygicians, specialty physicians, hospitals, and
other providers.

8.10.c. A description of the restricted networ&\psions, including payments for
coinsurance and deductibles when providers otlaer tletwork providers are utilized. Except to
the extent specified in the policy or certificad&penses incurred when using out-of-network
providers do not count toward the out-of-pocketuatimit contained in plans K and L.

8.10.d. A description of coverage for emergenay amgently needed care and
other out of service area coverage.

8.10.e. A description of limitations on referradsrestricted network providers
and to other providers.

8.10.f. A description of the policyholder's rightpurchase any other Medicare
supplement policy or certificate otherwise offelgtthe issuer.

8.10.g. A description of the Medicare Select issuguality assurance program
and grievance procedure.

8.11. Prior to the sale of a Medicare Select padiccertificate, a Medicare Select issuer



shall obtain from the applicant a signed and d&ied stating that the applicant has received the
information provided pursuant to subsection 8.1thf section and that the applicant
understands the restrictions of the Medicare Selalaty or certificate.

8.12. A Medicare Select issuer shall have andouseedures for hearing complaints and
resolving written grievances from the subscribe3sch The procedures shall be aimed at mutual
agreement for settlement and may include arbitngtiocedures.

8.12.a. The grievance procedure shall be descibee policy and certificates
and in the outline of coverage.

8.12.b. At the time the policy or certificate $sued, the issuer shall provide
detailed information to the policyholder describimgv a grievance may be registered with the
issuer.

8.12.c. Grievances shall be considered in a timegner and shall be
transmitted to appropriate decision-makers who faxkority to fully investigate the issue and
take corrective action.

8.12.d. If a grievance is found to be valid, cotinee action shall be taken
promptly.

8.12.e. All concerned parties shall be notifiedwtlihe results of a grievance.

8.12.f. The issuer shall report no later than édahch 31 to the Commissioner
regarding its grievance procedure. The report $teain a format prescribed by the
Commissioner and shall contain the number of griega filed in the past year and a summary of
the subject, nature and resolution of grievances.

8.13. At the time of initial purchase, a Medic&aect issuer shall make available to
each applicant for a Medicare Select policy orifteste the opportunity to purchase any
Medicare supplement policy or certificate othervwoffered by the issuer.

8.14. a. Atthe request of an individual insuredaema Medicare Select policy or
certificate, a Medicare Select issuer shall malalale to the individual insured the opportunity
to purchase a Medicare supplement policy or cedatié offered by the issuer which has
comparable or lesser benefits and which does nmdanoa restricted network provision. The
issuer shall make the policies or certificates labée without requiring evidence of insurability
after the Medicare Select policy or certificate basn in force for six (6) months.

8.14.b. For the purposes of this subsection, aiddesl supplement policy or
certificate will be considered to have comparablisser benefits unless it contains one or more
significant benefits not included in the Medicardest policy or certificate being replaced. For
the purposes of this subdivision, a significantdf#grmeans coverage for the Medicare Part A
deductible, coverage for at-home recovery seraceoverage for Part B excess charges.

8.15. Medicare Select policies and certificatesdlgirovide for continuation of coverage
in the event the Secretary of Health and Humani&ss\determines that Medicare Select



policies and certificates issued pursuant to tbesisn should be discontinued due to either the
failure of the Medicare Select Program to be reagld under law or its substantial
amendment.

8.15.a. Each Medicare Select issuer shall makiéablato each individual
insured under a Medicare Select policy or certi@dhe opportunity to purchase any Medicare
supplement policy or certificate offered by theumswhich has comparable or lesser benefits and
which does not contain a restricted network pravisiThe issuer shall make the policies and
certificates available without requiring evidend¢ensurability.

8.15.b. For the purposes of this subsection, aiddesl supplement policy or
certificate will be considered to have comparablisser benefits unless it contains one or more
significant benefits not included in the Medicardest policy or certificate being replaced. For
the purposes of this subdivision, a significantdfgrmeans coverage for the Medicare Part A
deductible, coverage for at-home recovery serviceoverage for Part B excess charges.

8.16. A Medicare Select issuer shall comply wéhsonable requests for data made by
state or federal agencies, including the UnitedeStBepartment of Health and Human Services,
for the purpose of evaluating the Medicare Seleagiam.

§114-24-9. Open Enrollment.

9.1. No issuer shall deny or condition the isseamceffectiveness of any Medicare
supplement policy or certificate available for sal¢his state, nor discriminate in the pricingeof
policy or certificate because of the health statlesms experience, receipt of health care, or
medical condition of an applicant in the case o&pplication for a policy or certificate that is
submitted prior to or during the six (6) month perbeginning with the first day of the first
month in which an individual is both 65 years oéay older and is enrolled for benefits under
Medicare Part B. Each Medicare supplement poln@ertificate currently available from an
insurer shall be made available to all applicartte gualify under this subsection without regard
to age.

9.2. If an applicant qualifies under subsectidnd.this section and submits an
application during the time period referenced ibhs&ction 9.1 of this section, and, as of the date
of application, has had a continuous period ofitabte coverage of at least six (6) months, the
issuer shall not exclude benefits based on a Btegicondition.

9.3. If the applicant qualifies under subsectiadh® this section and submits an
application during the time period referenced ihs&ction 9.1 of this section and, as of the date
of application has had a continuous period of ¢tabtie coverage that is less than six (6) months,
the issuer shall reduce the period of an preegstondition exclusion by the aggregate of the
period of creditable coverage applicable to thdiegpt as of the enrollment date. The Secretary
shall specify the manner of the reduction undes shibsection.

9.4. Except as provided in subsection 9.2 ofdbigtion and sections 10 and 21 of this
rule, subsection 9.1 of this section shall notdestrued as preventing the exclusion of benefits
under a policy, during the first six (6) monthsséd on a preexisting condition for which the
policyholder or certificate holder received treatmer was otherwise diagnosed during the six
(6) months before the coverage became effective.



8114-24-10. Guaranteed Issuefor Eligible Persons.

10.1. a. Eligible persons are those individualsdesd in subsection 10.2 of this
section who seek to enroll under the policy dutlmgperiod specified in subsection10.3 of this
section, and who submit evidence of the date afitetion, disenrollment, or Medicare Part D
enrollment with the application for a Medicare skgppent policy.

10.1.b. With respect to eligible persons, an isshall not deny or condition the
issuance or effectiveness of a Medicare supplep@itty described in subsection 10.5 of this
section that is offered and is available for issato new enrollees by the issuer, shall not
discriminate in the pricing of a Medicare suppleim@rlicy because of health status, claims
experience, receipt of health care, or medical itmmg and shall not impose an exclusion of
benefits based on a preexisting condition undeeditére supplement policy.

10.2. An eligible person is an individual descdlie any of the following subdivisions:

10.2.a. The individual is enrolled under an emeéwelfare benefit plan that
provides health benefits that supplement the benagfider Medicare; and the plan terminates, or
the plan ceases to provide substantially all suppigal health benefits to the individual,

10.2.b. The individual is enrolled with a Medic#@w@vantage organization under
a Medicare Advantage plan under Part C of Medicard,any of the following circumstances
apply, or the individual is 65 years of age or olded is enrolled with a Program of All-Inclusive
Care for the Elderly (PACE) provider under Sectl@&94 of the Social Security Act, and there
are circumstances similar to those described b&atwould permit discontinuance of the
individual's enrollment with the provider if thedividual were enrolled in a Medicare
Advantage plan:

10.2.b.1. The certification of the organizatiorptan has been terminated;

10.2.b.2. The organization has terminated or atiserdiscontinued
providing the plan in the area in which the induadiresides;

10.2.b.3. The individual is no longer eligiblegiect the plan because of a
change in the individual’s place of residence dieothange in circumstances specified by the
Secretary, but not including termination of theiundial’'s enrollment on the basis described in
Section 1851(g)(3)(B) of the federal Social Segutitt (where the individual has not paid
premiums on a timely basis or has engaged in dismipehavior as specified in standards under
Section 1856), or the plan is terminated for alividuals within a residence area,;

10.2.b.4. The individual demonstrates, in accactdamith guidelines
established by the Secretary, that:

10.2.b.4.A. The organization offering the planstahtially
violated a material provision of the organizatioottract under this series in relation to the
individual, including the failure to provide an etlee on a timely basis medically necessary care
for which benefits are available under the platherfailure to provide the covered care in
accordance with applicable quality standards; or



10.2.b.4.B. The organization or agent or otheityeatting on the
organization’s behalf, materially misrepresentezlgltan’s provisions in marketing the plan to
the individual; or

10.2.b.5. The individual meets other exceptiowalditions as the
Secretary may provide.

10.2.c. 1. The individual is enrolled with:

10.2.c.1.A. An eligible organization under a cantrunder
Section 1876 of the Social Security Act (Medicamst};

10.2.c.1.B. A similar organization operating undemonstration
project authority, effective for periods before Agdy, 1999;

10.2.c.1.C. An organization under an agreemeneugdction
1833(a)(1)(A) of the Social Security Act (healtmec@arepayment plan); or

10.2.c.1.D. An organization under a Medicare Sgdeticy; and

10.2.c.2. The enrollment ceases under the samenestances that would
permit discontinuance of an individual’s electidrcoverage under subdivision b of subsection
10.2 of this section.

10.2.d. The individual is enrolled under a Medecaupplement policy and the
enrollment ceases because:

10.2.d.1. Of the insolvency of the issuer or bapkey of the non-issuer
organization or of other involuntary terminationooiverage or enroliment under the policy;

10.2.d.2. The issuer of the policy substantiaiblated a material
provision of the policy; or

10.2.d.3. The issuer, or an agent or other eatityng on the issuer’s
behalf, materially misrepresented the policy’s jgmns in marketing the policy to the
individual.

10.2.e. 1. The individual was enrolled under a Madk supplement policy and
terminates enrollment and subsequently enrollsthefirst time, with any Medicare Advantage
organization under a Medicare Advantage plan uRder C of Medicare, any eligible
organization under a contract under Section 18t6e6ocial Security Act (Medicare cost), any
similar organization operating under demonstrapiayect authority, any PACE provider under
Section 1894 of the Social Security Act or a Medk#c&elect policy; and

10.2.e.2. The subsequent enrollment under paradrap this subdivision
is terminated by the enrollee during any periodhimithe first twelve (12) months of subsequent
enrollment (during which the enrollee is permittederminate subsequent enrollment under
Section 1851(e) of the federal Social Security Aat)



10.2.f. The individual, upon first becoming eligifor benefits under Part A of
Medicare at age 65, enrolls in a Medicare Advantdge under Part C of Medicare, or with a
PACE provider under Section 1894 of the Social 88cAct, and disenrolls from the plan or
program by not later than twelve (12) months aftereffective date of enrollment.

10.2.g. The individual enrolls in a Medicare Hagplan during the initial
enrollment period and, at the time of enrollmenPart D, was enrolled under a Medicare
supplement policy that covers outpatient presaimptrugs and the individual terminates
enrollment in the Medicare supplement policy anohsiis evidence of enroliment in Medicare
Part D along with the application for a policy désed in subdivision d, subsection 10.5 of this
section.

10.3. Guaranteed Issue Time Periods

10.3.a. Inthe case of an individual describesuindivision a, subsection 10.2 of
this section, the guaranteed issue period beginkelater of: (i) the date the individual receives
a notice of termination or cessation of all supatal health benefits (or, if a notice is not
received, notice that a claim has been denied Beaaiua termination or cessation); or (ii) the
date that the applicable coverage terminates @eseand ends sixty-three (63) days thereafter ;

10.3.b. In the case of an individual describeguhdivisions b, c, e or f,
subsection 10.2 of this section whose enrolimetgriminated involuntarily, the guaranteed issue
period begins on the date that the individual ez notice of termination and ends sixty-three
(63) days after the date the applicable coveratgrnisinated;

10.3.c. In the case of an individual describedaragraph 1, subdivision d,
subsection 10.2 of this section, the guaranteegipsriod begins on the earlier of: (i) the date
that the individual receives a notice of terminatia notice of the issuer’s bankruptcy or
insolvency, or other similar notice if any, and {he date that the applicable coverage is
terminated, and ends on the date that is sixtyet(68) days after the date the coverage is
terminated;

10.3.d. In the case of an individual describesguhdivision b, paragraph 2 of
subdivision d, paragraph 3 of subdivision d, suisttiv e or subdivision f of subsection 10.2 of
this section who disenrolls voluntarily, the gudesal issue period begins on the date that is sixty
(60) days before the effective date of the disémeht and ends on the date that is sixty-three
(63) days after the effective date;

10.3.e. In the case of an individual describesuindivision g, subsection 10.2 of
this section, the guaranteed issue period begiribeodate the individual receives notice
pursuant to Section 1882(v)(2)(B) of the SocialBig Act from the Medicare supplement
issuer during the sixty-day period immediately paing the initial Part D enroliment period and
ends on the date that is sixty-three (63) days Hfteeffective date of the individual's coverage
under Medicare Part D; and

10.3.f. In the case of an individual describedubsection 10.2 of this section but
not described in the preceding provisions of thissgction, the guaranteed issue period begins
on the effective date of disenroliment and endtherdate that is sixty-three (63) days after the



effective date.
10.4. Extended Medigap Access for Interruptedi Reiods

10.4.a. Inthe case of an individual describesuindivision e, subsection 10.2 of
this section (or deemed to be so described, pursodhnis paragraph) whose enrollment with an
organization or provider described in paragrapsubdivision e, subsection 10.2 of this section
is involuntarily terminated within the first twel\{@2) months of enrollment, and who, without
an intervening enrollment, enrolls with anotherasmgation or provider, the subsequent
enrollment shall be deemed to be an initial enrefitrdescribed in subdivision e, subsection 10.2
of this section;

10.4.b. In the case of an individual describesubdivision f, subsection 10.2 of
this section (or deemed to be so described, pursoahnis paragraph) whose enrollment with a
plan or in a program described in subdivision hs&ction 10.2 of this section is involuntarily
terminated within the first twelve (12) months of@lment, and who, without an intervening
enrollment, enrolls in another plan or program,ghbsequent enrollment shall be deemed to be
an initial enrollment described in subdivisiondpsection 10.2 of this section; and

10.4.c. For purposes of subdivisions e and f, et 10.2 of this section, no
enrollment of an individual with an organizationgsovider described in paragraph 1,
subdivision e, subsection 10.2 of this sectioryitihh a plan or in a program described in
subdivision f, subsection 10.2 of this section, rhaydeemed to be an initial enroliment under
this paragraph after the two-year period beginwminghe date on which the individual first
enrolled with an organization, provider, plan cogmam.

10.5. The Medicare supplement policy to whichiblgpersons are entitled under:

10.5.a. Subdivisions a, b, ¢, and d, subsectioh dlthis section is a Medicare
supplement policy which has a benefit package ifledsas Plan A, B, C, F (including F with a
high deductible), K or L offered by any insurer.

10.5.b. 1. Subject to paragraph 2 of this subdissubdivision e, subsection
10.2 of this section is the same Medicare supplémeicy in which the individual was most
recently previously enrolled, if available from tb@me issuer, or, if not so available, a policy
described in subdivision a of this subsection.

10.5.b.2. After December 31, 2005, if the indialwas most recently
enrolled in a Medicare supplement policy with atpatient prescription drug benefit, a
Medicare supplement policy described in this papliis:

10.5.b.2.A. The policy available from the sameesdut
modified to remove outpatient prescription drugerxage; or

10.5.b.2.B. At the election of the policyholden, &, B, C, F
(including F with a high deductible), K or L politiat is offered by any issuer;

10.5.c. Subdivision f, subsection 10.2 of thigisecshall include any Medicare



supplement policy offer by any issuer;

10.5.d. Subdivision g, subsection 10.2 of thigieads a Medicare supplement
policy that has a benefit package classified as R|&B, C, F (including F with a high
deductible), K or L, and that is offered and isilde for issuance to new enrollees by the same
issuer that issued the individual’'s Medicare sumpget policy with outpatient prescription drug
coverage.

10.6. Notification provisions are as follows:

10.6.a. At the time of an event described in sctiim@ 10.2 of this section
because of which an individual loses coverage pefis due to the termination of a contract or
agreement, policy, or plan, the organization thanhtnates the contract or agreement, the issuer
terminating the policy, or the administrator of fhlan being terminated, respectively, shall notify
the individual of his or her rights under this sact and of the obligations of issuers of Medicare
supplement policies under subsection 10.1 of #esien. The notice shall be communicated
contemporaneously with the notification of termioat

10.6.b. At the time of an event described in satige 10.2 of this section
because of which an individual ceases enrollmedeua contract or agreement, policy, or plan,
the organization that offers the contract or ages@nregardless of the basis for the cessation of
enrollment, the issuer offering the policy, or #wministrator of the plan, respectively, shall
notify the individual of his or her rights undergisection, and of the obligations of issuers of
Medicare supplement policies under subsection dDthis section. The notice shall be
communicated within ten (10) working days of th&uisr receiving notification of disenrollment.

§114-24-11. Standardsfor Claims Payment.

11.1. Anissuer shall comply with Section 18823k ){f the Social Security Act (as
enacted by Section 4081(b)(2)(C) of the Omnibusdg@tidReconciliation Act of 1987 (OBRA)
1987, Pub. L. No. 100-203) by:

11.1.a. Accepting a notice from a Medicare cawredually assigned claims
submitted by participating physicians and supplaérs claim for benefits in place of any other
claim form otherwise required and making a paynaetérmination on the basis of the
information contained in that notice;

11.1.b. Notifying the participating physician applier and the beneficiary of the
payment determination;

11.1.c. Paying the participating physician or digpmlirectly;

11.1.d. Furnishing, at the time of enrollment,leanrollee with a card listing the
policy name, number, and a central mailing add@sghich notices from a Medicare carrier
may be sent;

11.1.e. Paying user fees for claim notices thatr@ansmitted electronically or
otherwise; and



11.1.f. Providing to the Secretary of Health andrtdn Services, at least
annually, a central mailing address to which alrals may be sent by Medicare carriers.

11.2. Compliance with the requirements set farthBubsection 11.1 of this section shall
be certified on the Medicare supplement insuranpemence reporting form.

8114-24-12. Loss Ratio Standards and Refund or Credit of Premium.
12.1. Loss Ratio Standards.

12.1.a. A Medicare supplement policy form or ddie form shall not be
delivered or issued for delivery unless:

12.1.a.1. The policy form or certificate form daamexpected, as estimated
for the entire period for which rates are computegrovide coverage, to return to policyholders
and certificate holders in the form of aggregatedhi¢s (not including anticipated refunds or
credits) provided under the policy form or certiie form:

12.1.a.1.A. At least seventy-five percent (75%hef aggregate
amount of premiums earned in the case of grougipslior

12.1.a.1.B. At least sixty-five percent (65%) loé taggregate
amount of premiums earned in the case of indivigod#ties;

12.1.a.2. Calculated on the basis of incurredrda@xperience or incurred

health care expenses where coverage is providacdhkglth maintenance organization on a
service rather than reimbursement basis and eamneedums for the period and in accordance
with accepted actuarial principles and practidesurred health care expenses where coverage is
provided by a health maintenance organization stwlinclude:

12.1.a.2.A. Home office and overhead costs;

12.1.a.2.B. Advertising costs;

12.1.a.2.C. Commissions and other acquisitionsgost

12.1.a.2.D. Taxes;

12.1.a.2.E. Capital costs;

12.1.a.2.F. Administrative costs; and

12.1.a.2.G. Claims processing costs.

12.1.b. All filings of rates and rating scheduésll demonstrate that expected

claims in relation to premiums comply with the regments of this section when combined with

actual experience to date. Filings of rate rewisishall also demonstrate that the anticipated loss
ratio over the entire future period for which tlegised rates are computed to provide coverage



can be expected to meet the appropriate lossstimards.

12.1.c. For policies issued prior to April 28, §9@xpected claims in relation to
premiums shall meet:

12.1.c.1. The originally filed anticipated loss@avhen combined with
the actual experience since inception;

12.1.c.2. The appropriate loss ratio requiremerhfsubparagraphs A
and B, paragraph 1, subdivision a of this subseatiben combined with actual experience
beginning April 28, 1996; and

12.1.c.3. The appropriate loss ratio requiremerhfsubparagraphs A
and B, paragraph 1, subdivision a of this subsedir the entire future period for which the
rates are computed to provide coverage.

12.2. Refund or Credit Calculation.

12.2.a. Anissuer shall collect and file with tbemmissioner by May 31 of each
year the data contained in the applicable repofonm contained in Appendix A for each type in
a standard Medicare supplement benefit plan. Aghpeh, which is hereby incorporated into
this rule by reference, is annexed hereto andlettiReporting Form for Calculation of Loss
Ratios."

12.2.b. If on the basis of the experience as teddhe benchmark ratio since
inception (ratio 1) exceeds the adjusted experieaite since inception (ratio 3), then a refund or
credit calculation is required. The refund caltolashall be done on a statewide basis for each
type in a standard Medicare supplement benefit. pkor purposes of the refund or credit
calculation, experience on policies issued withia teporting year shall be excluded.

12.2.c. For the purposes of this section, polioresertificates issued prior to
April 28, 1996, the issuer shall make the refundredit calculation separately for all individual
policies (including all group policies subject to iadividual loss ratio standard when issued)
combined and all other group policies combinedefiquerience after April 28, 1996. The first
report shall be due by May 31, 1998.

12.2.d. A refund or credit shall be made only wttenbenchmark loss ratio
exceeds the adjusted experience loss ratio arahtloeint to be refunded or credited exceeds a de
minimis level. The refund shall include interasth the end of the calendar year to the date of
the refund or credit at a rate specified by the&acy of Health and Human Services, but in no
event shall it be less than the average rate efast for 13-week Treasury notes. A refund or
credit against premiums due shall be made by SdyaeB0 following the experience year upon
which the refund or credit is based.

12.3. Annual Filing of Premium Rates.

12.3.a. Anissuer of Medicare supplement poliaies certificates issued before
or after the effective date of these "PermanenuR¢igns on Medicare Supplement Insurance"



in this state shall file annually its rates, ratsaipedule and supporting documentation including
ratios of incurred losses to earned premiums bigyduration for approval by the
Commissioner in accordance with the filing requiesits and procedures prescribed by the
Commissioner. The supporting documentation shedl demonstrate in accordance with
actuarial standards of practice using reasonaBlengstions that the appropriate loss ratio
standards can be expected to be met over the eetii@ for which rates are computed. The
demonstration shall exclude active life reservis.expected third-year loss ratio which is
greater than or equal to the applicable percergagk be demonstrated for policies or
certificates in force less than three (3) years.

12.3.b. As soon as practicable, but prior to fifecéve date of enhancements in
Medicare benefits, every issuer of Medicare supplamolicies or certificates in this state shall
file with the Commissioner, in accordance with #pplicable filing procedures of this state:

12.3.b.1. Appropriate premium adjustments necgdsgsroduce loss
ratios as anticipated for the current premium lier applicable policies or certificates. The
supporting documents as necessary to justify thesadent shall accompany the filing.

12.3.b.1.A. An issuer shall make premium adjustshas are
necessary to produce an expected loss ratio unégxalicy or certificate as will conform with
minimum loss ratio standards for Medicare suppldmeficies and which are expected to result
in a loss ratio at least as great as that origirsadticipated in the rates used to produce current
premiums by the issuer for such Medicare supplenmsatance policies or certificates. No
premium adjustment which would modify the lossa&kperience under the policy other than
the adjustments described herein should be matter@gpect to a policy at any time other than
upon its renewal date or anniversary date.

12.3.b.1.B. If an issuer fails to make premiunuatipents
acceptable to the Commissioner, the Commissiongrarder premium adjustments, refunds or
premium credits deemed necessary to achieve thedtis required by this section.

12.3.b.2. Any appropriate riders, endorsementsbey forms needed to
accomplish the Medicare supplement policy or dedié modifications necessary to eliminate
benefit duplications with Medicare. The ridersgdersements or policy forms shall provide a
clear description of the Medicare supplement b&nefiovided by the policy or certificate.

12.4. Public Hearings.

12.4.a. The Commissioner may conduct a publicihgao gather information
concerning a request by an issuer for an increaagate for a policy form or certificate form
issued before or after the effective date of thie if the experience of the form for the previous
reporting period is not in compliance with the apgible loss ratio standard. The determination
of compliance is made without consideration of eefund or credit for the reporting period.
Public notice of the hearing shall be furnished manner consistent with the provisions of W.
Va. Code §8833-2-12 and 33-2-13. Nothing in thiss&etion shall be construed so as to limit the
authority of the Commissioner to conduct hearirgggrding rates, to the extent that the laws of
this state grant authority.



8114-24-13. Filing and Approval of Policiesand Certificates and Premium Rates.

13.1. Anissuer shall not deliver or issue foivaaly a policy or certificate to a resident
of this state unless the policy form or certificedem has been filed with and approved by the
Commissioner in accordance with filing requiremeand procedures prescribed by the
Commissioner.

13.2. Anissuer shall file any riders or amendrmaéatpolicy or certificate forms to delete
outpatient prescription drug benefits as requingthle Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 onlylwithe commissioner in the state in which
the policy or certificate was issued.

13.3. An issuer shall not use or change premiuesr@r a Medicare supplement policy
or certificate unless the rates, rating schedutesaipporting documentation have been filed with
and approved by the Commissioner in accordancetivhiling requirements and procedures
prescribed by the Commissioner.

13.4. Except as provided in subdivision a of thibsection, an issuer shall not file for
approval more than one form of a policy or ceréteeof each type for each standard Medicare
supplement benefit plan.

13.4.a. An issuer may offer, with the approvailhe Commissioner, up to four
additional policy forms or certificate forms of teame type for the same standard Medicare
supplement benefit plan, one for each of the falhgucases:

13.4.a.1. The inclusion of new or innovative béargef

13.4.a.2. The addition of either direct responsagent marketing
methods;

13.4.a.3. The addition of either guaranteed issuanderwritten
coverage;

13.4.a.4. The offering of coverage to individugigible for Medicare by
reason of disability.

13.4.b. For the purposes of this section, a "typeans an individual policy, a
group policy, an individual Medicare Select policgr a group Medicare Select policy. [*These
provisions regarding Medicare Select policies wit take effect until West Virginia is
designated a Medicare Select State by the fedevargment.]

13.5. Except as provided in paragraph 1 of subutimia of this subsection, an issuer
shall continue to make available for purchase anigypform or certificate form issued after the
effective date of this rule that has been apprdwethe Commissioner.

13.5.a. A policy form or certificate form shalltrtwe considered to be available
for purchase unless the issuer has actively offeerfed sale in the previous twelve months.



13.5.a.1. Anissuer may discontinue the availgbaf a policy form or
certificate form if the issuer provides to the Coisgroner in writing its decision at least thirty
(30) days prior to discontinuing the availabilitiitbe form of the policy or certificate. After
receipt of the notice by the Commissioner, theasshall no longer offer for sale the policy form
or certificate form in this state.

13.5.a.2. Anissuer that discontinues the avditglaif a policy form or
certificate form pursuant to paragraph 1 of sulsiibn a of this subsection shall not file for
approval a new policy form or certificate form betsame type for the same standard Medicare
supplement benefit plan as the discontinued formafperiod of five (5) years after the issuer
provides notice to the Commissioner of the disear@nce. The period of discontinuance may
be reduced if the Commissioner determines thabeehperiod is appropriate.

13.5.b. The sale or other transfer of Medicargkipent business to another
issuer shall be considered a discontinuance foptingoses of this subsection.

13.5.c. A change in the rating structure or metihagly shall be considered a
discontinuance under this subsection unless theigomplies with the following requirements:

13.5.c.1. The issuer provides an actuarial menaonan in a form and
manner prescribed by the Commissioner, descrilhiagrtanner in which the revised rating
methodology and resultant rates differ from thesexg rating methodology and existing rates.

13.5.c.2. The issuer does not subsequently puieiféct a change of rates
or rating factors that would cause the percent#ftgrential between the discontinued and
subsequent rates as described in the actuarial rmechan to change. The Commissioner may
approve a change to the differential which is & plublic interest.

13.6. Refund or Credit Calculation.

13.6.a. Except as provided in subdivision b of gubsection, the experience of
all policy forms or certificate forms of the sanype in a standard Medicare supplement benefit
plan shall be combined for purposes of the refuncredit calculation prescribed in section 12 of
this rule.

13.6.b. Forms assumed under an assumption remt®iegreement shall not be
combined with the experience of other forms forpgases of the refund or credit calculation.

§114-24-14. Permitted Compensation Arrangements.

14.1. An issuer or other entity may provide consmis or other compensation to an
agent or other representative for the sale of aid4ee supplement policy or certificate only if
the first year commission or other first year cormgagion is no greater than the commission or
other compensation paid for selling or servicing plolicy or certificate during each of the next
four years or periods of the policy.

14.2. Beginning with the sixth year or period loé policy or certificate and for each year
or period thereafter, the agent or producer skakive no commission or compensation other



than a maximum ten percent (10%) maintenance wicgefiee per policy year or period.

14.3. No issuer or other entity shall provide cemgation to its agents or other producers
and no agent or producer shall receive compensgteater than the renewal compensation
payable by the replacing issuer on renewal policresertificates if an existing policy or
certificate is replaced.

14.4. For purposes of this section, "compensaiiocilides pecuniary or non-pecuniary
remuneration of any kind relating to the sale oekeal of the policy or certificate including but
not limited to bonuses, gifts, prizes, awards andefr's fees.

114-24-15. Required Disclosure Provisions.
15.1. General Rules.

15.1.a. Medicare supplement policies and certégahall include a renewal or
continuation provision. The language or specifara of the provision must be consistent with
the type of contract issued. The provision shaldppropriately captioned and shall appear on
the first page of the policy, and shall include agservation by the issuer of the right to change
premiums and any automatic renewal premium incesbased on the policyholder's age.

15.1.b. Except for riders or endorsements by wthehissuer effectuates a
request made in writing by the insured, exercisggegifically reserved right under a Medicare
supplement policy, or is required to reduce or glate benefits to avoid duplication of Medicare
benefits, all riders or endorsements added to addezlsupplement policy after the date of issue
or at reinstatement or renewal which reduce orighte benefits or coverage in the policy shall
require a signed acceptance by the insured. Afeedate of policy or certificate issue, any rider
or endorsement which increases benefits or covevéfgea concomitant increase in premium
during the policy term shall be agreed to in wgtsigned by the insured, unless the benefits are
required by the minimum standards for Medicare gmppnt policies, or if the increased benefits
or coverage is required by law. Where a sepadideianal premium is charged for benefits
provided in connection with riders or endorsemethis premium charge shall be set forth in the

policy.

15.1.c. Medicare supplement policies or certiisaghall not provide for the
payment of benefits based on standards describ&gaal and customary,” "reasonable and
customary" or words of similar import.

15.1.d. If a Medicare supplement policy or certife contains any limitations
with respect to preexisting conditions, the limdas shall appear as a separate paragraph of the
policy, be labeled as "Preexisting Condition Lirdas," and be placed on the first page of the

policy.

15.1.e. Medicare supplement policies and certégahall have a notice
prominently printed on the first page of the polarycertificate or attached thereto stating in
substance that the policyholder or certificate bokhall have the right to return the policy or
certificate within thirty (30) days of its deliveand to have the premium refunded if, after
examination of the policy or certificate, the insdiperson is not satisfied for any reason.



15.1.f. Issuers of accident and sickness poloieertificates which provide
hospital or medical expense coverage on an expeaseed or indemnity basis to a person(s)
eligible for Medicare shall provide to those apatits aGuide to Health Insurance for People
with Medicare in the form developed jointly by the National Assdion of Insurance
Commissioners and CMS and in a type size no snthker 12 point type. For purposes of this
section, "form" means the language, format, type,goromotional spacing, bold character, and
line spacing. Delivery of théuide shall be made whether or not the policies or foestes are
advertised, solicited or issued as Medicare supghtmolicies or certificates as defined in this
rule. Except in the case of direct response issa@livery of th&suide shall be made to the
applicant at the time of application and acknowtadgt of receipt of th&uide shall be obtained
by the issuer. Direct response issuers shall eletheGuide to the applicant upon request but
not later than at the time the policy is delivered.

15.2. Notice Requirements.

15.2.a. As soon as practicable, but no later thiaty (30) days prior to the
annual effective date of any Medicare benefit cleangn issuer shall notify its policyholders and
certificate holders of modifications it has madévtedicare supplement insurance policies or
certificates in a format acceptable to the Comrarssi. The notice shall:

15.2.a.1. Include a description of revisions ®® Mhedicare program and a
description of each modification made to the cogenarovided under the Medicare supplement
policy or certificate, and

15.2.a.2. Inform each policyholder or certificatdder as to when any
premium adjustment is to be made due to changekedicare.

15.2.b. The notice of benefit modifications angt premium adjustments shall be
in outline form and in clear and simple terms stoascilitate comprehension.

15.2.c. The notices shall not contain or be acaomgul by any solicitation.

15.3. MMA Notice Requirements. Issuers shall clympth the notice requirements of
the Medicare Prescription Drug, Improvement, andi®taization Act of 2003.

15.4. Outline of Coverage Requirements for Medicaupplement Policies.

15.4.a. Issuers shall provide an outline of cayerta all applicants at the time
application is presented to the prospective appliaad, except for direct response policies, shall
obtain an acknowledgment of receipt of the outfioen the applicant; and

15.4.b. If an outline of coverage is providedns time of application and the
Medicare supplement policy or certificate is issoada basis which would require revision of
the outline, a substitute outline of coverage prigpdescribing the policy or certificate shall
accompany the policy or certificate when it is @deted and contain the following statement, in
no less than twelve (12) point type, immediatelg\abthe company name:

“NOTICE: Read this outline of coverage carefullyis not identical to the outline of



coverage provided upon application and the covevageally applied for has not been issued.”

15.4.c. The outline of coverage provided to agits pursuant to this section
consists of four parts: a cover page, premium médion, disclosure pages, and charts displaying
the features of each benefit plan offered by tkeas The outline of coverage shall be in the
language and format prescribed below in no less tivalve (12) point type. All Medicare
Supplement Benefit Plans shall be shown on therquage, and the plan(s) that are offered by
the issuer shall be prominently identified. Premiaformation for plans that are offered shall
be shown on the cover page or immediately follovthgcover page and shall be prominently
displayed. The premium and mode shall be statedlifplans that are offered to the prospective
applicant. All possible premiums for the prospeetapplicant shall be illustrated.

15.4.d. The following items shall be includede butline of coverage in the
order prescribed in Appendix E at the end of thle.r Appendix B, entitled "Outline of
Medicare Supplement Coverage--Cover Page," whiglc@porated into this rule by reference
and annexed hereto, prescribes the informatior tcontained on the cover page. The required
premium information and disclosure pages are inelplpx E of this rule. Examples of charts
displaying the features of each Medicare supplerbenéfit plan offered by the issuer is
contained in Appendix C, which is annexed heretbianorporated herein by reference.

15.5. Notice Regarding Policies or CertificatesidiiAre Not Medicare Supplement
Policies.

15.5.a. Any accident and sickness insurance policegrtificate, other than a
Medicare supplement policy a policy issued purst@at contract under Section 1876 of the
federal Social Security Act (42 U.S.C. 81395 et efisability income policy; or other policy
identified in subdivision c of subsection 1.5 aktrule, issued for delivery in this state to
persons eligible for Medicare shall notify insureaigler the policy that the policy is not a
Medicare supplement policy or certificate. Theic®shall either be printed or attached to the
first page of the outline of coverage deliverethsureds under the policy, or if no outline of
coverage is delivered, to the first page of thecgadr certificate delivered to insureds. The
notice shall be in no less than twelve (12) porpetand shall contain the following language:

"THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUPLEMENT
[POLICY OR CONTRACT]. If you are eligible for Meckre, review the Guide to Health
Insurance for People with Medicare available friva tompany.”

15.5.b. Applications provided to persons eligifoleMedicare for the health
insurance policies or certificates described indstibion a of this subsection shall disclose,
using the applicable statement in Appendix C, ttterd to which the policy duplicates
Medicare. The disclosure statement shall be peal/ats a part of, or together with, the
application for the policy or certificate.

8114-24-16. Requirementsfor Application Formsand Replacement Cover age.
16.1. Application forms shall include the followiguestions designed to elicit

information as to whether, as of the date of thaiegtion, the applicant currently has Medicare
supplement, Medicare Advantage, Medicaid coveraganother health insurance policy or



certificate in force or whether a Medicare suppletypmlicy or certificate is intended to replace
any other accident and sickness policy or certéigaesently in force. A supplementary
application or other form to be signed by the aqgit and agent containing these questions and
statements may be used.

16.1.a. Statements:
16.1.a.1. You do not need more than one Mediagyplement policy.

16.1.a.2. If you purchase this policy, you may tntarevaluate your
existing health coverage and decide if you needipielcoverages.

16.1.a.3. You may be eligible for benefits undexdi¢aid and may not
need a Medicare supplement policy.

16.1.a.4. If, after purchasing this policy, yocdme eligible for
Medicaid, the benefits and premiums under your K@ supplement policy can be suspended
if requested during your entitlement to benefitdemMedicaid for 24 months. You must request
this suspension within ninety (90) days of beconghgible for Medicaid. If you are no longer
entitled to Medicaid, your suspended Medicare smppht policy (or, if that is no longer
available, a substantially equivalent policy) viaé reinstituted if requested within ninety (90)
days of losing Medicaid eligibility. If the Medimsupplement policy provided coverage for
outpatient prescription drugs and you enrolled idMare Part D while your policy was
suspended, the reinstituted policy will not havépatient prescription drug coverage, but will
otherwise be substantially equivalent to your cagerbefore the date of the suspension.

16.1.a.5. If you are eligible for, and have emwlin a Medicare
supplement policy by reason of disability and yatet become covered by an employer or union-
based group health plan, the benefits and premundsr your Medicare supplement policy can
be suspended, if requested, while you are coverddrithe employer or union-based group
health plan. If you suspend your Medicare suppigrmelicy under these circumstances, and
later lose your employer or union-based group hgd#n, your suspended Medicare supplement
policy (or, if that is no longer available, a swargtally equivalent policy) will be reinstituted if
requested within ninety (90) days of losing youmpéager or union-based group health plan. If
the Medicare supplement policy provided coverag@idpatient prescription drugs and you
enrolled in Medicare Part D while your policy wasgended, the reinstituted policy will not
have outpatient prescription drug coverage, butatiierwise be substantially equivalent to your
coverage before the date of the suspension.

16.1.a.6. Counseling services may be availaby@im state to provide
advice concerning your purchase of Medicare supgignmsurance and concerning medical
assistance through the state Medicaid programydinad) benefits as a Qualified Medicare
Beneficiary (QMB) and a Specified Low-Income Mede8eneficiary (SLMB).

16.1.b. Questions. If you lost or are losing otiealth insurance coverage and
received a notice from your prior insurer saying yeere eligible for guaranteed issue of a
Medicare supplement insurance policy, or that yad ¢ertain rights to buy a policy, you may be
guaranteed acceptance in one or more of our Medlgtgsplement plans. Please include a copy



of the notice from your prior insurer with your dipption. PLEASE ANSWER ALL
QUESTIONS.

16.1.b.1. To the best of your knowledge:
16.1.b.1.A. Did you turn age 65 in the last sixr®nths?

16.1.b.1.B. Did you enroll in Medicare Part B lretlast six (6)
months?

16.1.b.1.B.1. If so, what is the effective date?

16.1.b.1.C. Are you covered for medicaid assisgahoough the
same Medicaid program?

[NOTE TO APPLICANT: If you are participating in &pend-Down Program” and have
not met your “Share of Cost,” please answer NOi® question.]

16.1.b.1.C.1. If so, will Medicaid pay your premms for
the Medicare supplement policy?

16.1.b.1.C.2. Do you receive any benefits from idaid
OTHER THAN payments toward your Medicare Part Bhpren?

16.1.b.1.D. If you had coverage from any Mediqaea other than
original Medicare within the past sixty-three (@&)ys (for example, a Medicare Advantage plan,
or a Medicare HMO or PPO), what are your startematl dates? If you are still covered under
the plan, disregard end date.

16.1.b.1.E. If you are still covered under the Matk plan, do
you intend to replace your current coverage with tiew Medicare supplement policy?

16.1.b.1.F. Was this your first time in this tygfeMedicare plan?

16.1.b.1.G. Did you drop a Medicare supplementcpdb enroll
in the Medicare plan?

16.1.b.1.H. Do you have another Medicare supplémelicy in
force?

16.1.b.1.H.1. If so, with what company, and wHahplo
you have [optional for Direct Mailers]?

16.1.b.1.H.2. If so, do you intend to replace younrent
Medicare supplement policy with this policy?

16.1.b.1.1. Have you had coverage under any dtbaith
insurance within the past sixty-three (63) days@r €xample, an employer, union, or individual



plan.)

16.1.b.1.1.1. If so, with what company and whaickof
policy?

16.1.b.1.1.2. What are your dates of coverage uthce
other policy? (If you are still covered under titber policy, disregard end date.)

16.2. Agents shall list any other health insurgnalecies they have sold to the applicant.
16.2.a. List policies sold which are still in ferc
16.2.b. List policies sold in the past five (5ay@which are no longer in force.

16.3. In the case of a direct response issuapw af the application or supplemental
form, signed by the applicant, and acknowledgethbyinsurer, shall be returned to the applicant
by the insurer upon delivery of the policy.

16.4. Upon determining that a sale will involvelezement of Medicare supplement
coverage, any issuer, other than a direct respesaser, or its agent, shall furnish the applicant,
prior to issuance or delivery of the Medicare seppnt policy or certificate, a notice regarding
replacement of Medicare supplement coverage. Oneofy of the notice signed by the
applicant and the agent, except where the covesaggdd without an agent, shall be provided to
the applicant and an additional signed copy steatdbtained by the issuer. A direct response
issuer shall deliver to the applicant, at the tohéhe issuance of the policy, the notice regarding
replacement of Medicare supplement coverage.

16.5. The notice required by subsection 16.4 isfghction for an issuer shall be
provided in substantially the form at the end af tlnle (Appendix F) in no less than twelve (12)
point type.

16.6. Paragraphs 1 and 2 of the replacement n@pgdicable to preexisting conditions)
may be deleted by an issuer if the replacement doesvolve application of a new preexisting
condition limitation.

8114-24-17. Filing Requirementsfor Advertising.

An issuer shall provide a copy of any Medicare seipent advertisement intended for
use in this state whether through written, raditetevision medium to the Commissioner for
review. The advertisement shall comply with alv$aof this state, including, when applicable,
the provisions of W. Va. Code 8833-6-8(e), 33-6d1d 33-11-4(2).

§114-24-18. Standardsfor Marketing.
18.1. An issuer, directly or through its producetsall:

18.1.a. Establish marketing procedures to askateahy comparison of policies
by its agents or other producers will be fair andusate.



18.1.b. Establish marketing procedures to assuressive insurance is not sold
or issued.

18.1.c. Display prominently by type, stamp or otlugpropriate means, on the
first page of the policy the following:

"Notice to buyer: This policy may not cover allyafur medical expenses."

18.1.d. Inquire and otherwise make every reasergifbrt to identify whether a
prospective applicant or enrollee for Medicare seim@nt insurance already has accident and
sickness insurance and the types and amounts ofgheance.

18.1.e. Establish auditable procedures for verghygompliance with this
subsection.

18.2. In addition to the practices prohibitedhiststate's Unfair Trade Practices Act [W.
Va. Code 833-11-1 et seq.], the following acts prattices are prohibited:

18.2.a. Twisting. -- Knowingly making any misti#ag representation or
incomplete or fraudulent comparison of any insuegpalicies or insurers for the purpose of
inducing, or tending to induce, any person to lafiséeit, surrender, terminate, retain, pledge,
assign, borrow on, or convert any insurance palictp take out a policy of insurance with
another insurer.

18.2.b. High pressure tactics. -- Employing amgthod of marketing having the
effect of or tending to induce the purchase ofiiasae through force, fright, threat whether
explicit or implied, or undue pressure to purchaseecommend the purchase of insurance.

18.2.c. Cold lead advertising. -- Making usedily or indirectly of any method
of marketing which fails to disclose in a conspigsionanner that a purpose of the method of
marketing is solicitation of insurance and thattachwill be made by an insurance agent or
insurance company.

18.3. The terms "Medicare Supplement,” "Medigédblédicare Wrap-Around" and
words of similar import shall not be used unlegsghlicy is issued in compliance with this rule.

§114-24-19. Appropriateness of Recommended Purchase and Excessive | nsurance.

19.1. In recommending the purchase or replaceonfary Medicare supplement policy
or certificate an agent shall make reasonabletsftordetermine the appropriateness of a
recommended purchase or replacement.

19.2. Any sale of a Medicare supplement policgentificate that will provide an
individual more than one Medicare supplement padicgertificate is prohibited.

19.3 An issuer shall not issue a Medicare supplémelicy or certificate to an individual
enrolled in Medicare Part C unless the effectiie dd the coverage is after the termination date
of the individual's Part C coverage.



8114-24-20. Reporting of Multiple Policies.

20.1. On or before March 1 of each year, an isshall report the following information
for every individual resident of this state for whohe issuer has in force more than one
Medicare supplement policy or certificate:

20.1.a. Policy and certificate number, and
20.1.b. Date of issuance.
20.2. The items set forth above must be groupaddiyidual policyholder.

20.3. To comply with this section, an issuer sha# the form incorporated herein by
reference and annexed hereto as Appendix D, ehtiflerm for Reporting Duplicate Policies."

8114-24-21. Prohibition Against Preexisting Conditions, Waiting Periods, Elimination
Periods and Probationary Periodsin Replacement Policies or Certificates.

21.1. If a Medicare supplement policy or certifeceeplaces another Medicare
supplement policy or certificate, the replacingiegsshall waive any time periods applicable to
preexisting conditions, waiting periods, eliminatiperiods and probationary periods in the new
Medicare supplement policy or certificate to théeex the time was spent under the original

policy.

21.2. If a Medicare supplement policy or certifeceeplaces another Medicare
supplement policy or certificate which has beegffact for at least six (6) months, the replacing
policy shall not provide any time period applicatdereexisting conditions, waiting periods,
elimination periods and probationary periods.

8114-24-22. Prohibition Against Use of Genetic I nformation and Requestsfor Genetic
Testing

22.1. This section applies to all policies witHippyears beginning on or after May 21,
2009.

22.2. Anissuer of a Medicare supplement policgastificate;

22.2.a. Shall not deny or condition the issuanceffectiveness of the policy or
certificate (including the imposition of any exdlus of benefits under the policy based on a pre-
existing condition) on the basis of the genetioinfation with respect to the individual; and

22.2.b. Shall not discriminate in the pricing lo¢ fpolicy or certificate (including
the adjustment of premium rates) of an individuatle basis of the genetic information with
respect to the individual.

22.3. Nothing in subsection 22.2 of this sectiballsbe construed to limit the ability of
an issuer, to the extent otherwise permitted by feam



22.3.a. Denying or conditioning the issuance teatiiveness of the policy or
certificate or increasing the premium for a groagdd on the manifestation of a disease or
disorder of an insured or applicant; or

22.3.b. Increasing the premium for any policy esto an individual based on
the manifestation of a disease or disorder of dividual who is covered under the policy (in
such case, the manifestation of a disease or dsorane individual cannot also be used as
genetic information about other group members arfdrther increase the premium for the

group).

22.4. Anissuer of a Medicare supplement policgagtificate shall not request or require
an individual or a family member of the individualundergo a genetic test.

22.5. Subsection 22.4 of this section shall natdrestrued to preclude an issuer of a
Medicare supplement policy or certificate from ahitag and using the results of a genetic test in
making a determination regarding payment (as defiaethe purposes of applying the
regulations promulgated under Part C of Title Xdl &ection 264 of the Health Insurance
Portability and Accountability Act of 1996, as mag revised from time to time) and consistent
with subsection 22.2 of this section.

22.6. For purposes of carrying out subsection 82this section, an issuer of a Medicare
supplement policy or certificate may request ohly minimum amount of information necessary
to accomplish the intended purpose.

22.7. Notwithstanding subsection 22.4 of thisisectan issuer of a Medicare
supplement policy may request, but not requirg, dhandividual or a family member of the
individual undergo a genetic test if each of théofeing conditions is met:

22.7.a. The request is made pursuant to resdaatleamplies with Part 46 of
Title 45, Code of Federal Regulations, or equiviakederal regulations, and any applicable State
or local law or regulations for the protection oinian subjects in research.

22.7.b. The issuer clearly indicates to each idd&l, or in the case of a minor
child, to the legal guardian of the child, to whime request is made that:

22.7.b.1. Compliance with the request is voluntand

22.7.b.2. Non-compliance will have no effect onoiment status or
premium or contribution amounts.

22.7.c. No genetic information collected or acegdiunder this subsection shall
be used for underwriting, determination of eligtlyito enroll or maintain enroliment status,
premium rates, or the issuance, renewal, or replaneof a policy or certificate.

22.7.d. The issuer notifies the Secretary in ngitihat the issuer is conducting
activities pursuant to the exception provided foder this subsection, including a description of
the activities conducted.



22.7.e. The issuer complies with other conditiasishe Secretary may by
regulation require for activities conducted undhes subsection.

22.8. Anissuer of a Medicare supplement policgagtificate shall not request, require,
or purchase genetic information for underwritinggmses.

22.9. Anissuer of a Medicare supplement policgastificate shall not request, require,
or purchase genetic information with respect toiadwidual prior to the individual’s
enrollment under the policy in connection with greollment.

22.10. If an issuer of a Medicare supplement galiccertificate obtains genetic
information incidental to the requesting, requiring purchasing of other information concerning
any individual, the request, requirement, or pusehshall not be considered a violation of
subsection 22.9 of this section if the requestjireqnent, or purchase is not in violation of
subsection 22.8 of this section.

22.11. For the purposes of this section only:

22.11.a. “Family member” means, with respect tandividual, any other
individual who is a first-degree, second-degreeditiegree, or fourth-degree relative of the
individual.

22.11.b. “Genetic information” means, with respgecany individual,
information about the individual's genetic teske genetic tests of family members of the
individual and the manifestation of a disease sodler in family members of the individual.
The term includes, with respect to any individaaly request for, or receipt of, genetic services,
or participation in clinical research which inclgdgenetic services, by the individual or any
family member of the individual. Any referencegenetic information concerning an individual
or family member of an individual who is a pregnaaiman, includes genetic information of any
fetus carried by a pregnant woman, or with resfmean individual or family member utilizing
reproductive technology, includes genetic informatf any embryo legally held by an
individual or family member. The term “geneticonination” does not include information
about the sex or age of any individual.

22.11.c. “Genetic services” means a genetic ¢gestetic counseling (including
obtaining, interpreting, or assessing genetic mfaron), or genetic education.

22.11.d. “Genetic test” means an analysis of hubDidA, RNA, chromosomes,
proteins, or metabolites, that detect genotypesationms, or chromosomal changes. The term
“genetic test” does not mean an analysis of preteimrmetabolites that does not detect
genotypes, mutations, or chromosomal changes; analysis of proteins or metabolites that is
directly related to a manifested disease, disoamtgpathological condition that could reasonably
be detected by a health care professional withaggu@te training and expertise in the field of
medicine involved.

22.11.e. “Issuer of a Medicare supplement policgestificate” includes third-
party administrator or other person acting for wbehalf of the issuer.



22.11.f. “Underwriting purposes” means,

22.11.f.1. Rules for, or determination of, eligjtlgi(including enroliment
and continued eligibility) for benefits under thaipy;

22.11.f.2. The computation of premium or contnbatamounts under the
policy;

22.11.1£.3. The application of any pre-existing d@dion exclusion under
the policy; and

22.11.f.4. Other activities related to the creati@newal or replacement
of a contract of health insurance or health besefit



Appendix A
MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR

TYPE SM5BP
For the State of CompanyeNam
NAIC Group Code NAIC CompangeCo
Address Person Cangpliethibit
Title Telephoneldum
(a) (b)
Earned Incurred
Premiuni Claimg
Line

1. Current Year's Experience

a. Total (all policy years)
b. Current year's issues
C. Net (for reporting purposes=1a-1b)
Past Years' Experience (all policy years)
Total Experience
(Net Current Year + Past Year)
Refunds Last Year (Excluding Interest)
Previous Since Inception (Excluding Interest)
Refunds Since Inception (Excluding Interest)
Benchmark Ratio Since Inception (SEE WORKSHEERRRATIO 1)
Experienced Ratio Since Inception
Total Actual Incurred Claims (line 3, col. b) = Re?/
Total Earned Prem. (line 3, col. a) - Refunds Sinception (line 6)

w N

©NOo Ok

9. Life Years Exposed Since Inception
If the Experienced Ratio is less than the BenchrRatko, and there are
more than 500 life years exposure, then proceedltulation of refund.
10. Tolerance Permitted (obtained from Credibiligble)

Medicare Supplement Credibility Table
Life Years Exposed

Since Inception Tolerance
10,000 + 0.0%

5,000 - 9,999 5.0%
2,500 - 4,999 7.5%
1,000 - 2,499 10.0%
500 - 999 15.0%

If less than 500, no credibility.

! Individual Group, Individual Medicare Select, oro@p Medicare Select Only.

2"SMSBP" = Standardized Medicare Supplement Befédit - Use "P" for prestandardized plans.
% Includes Modal Loadings and Fees Charged.

4 Excludes Active Life Reserves.

® This is to be used as "Issue Year Earned PremiomYear 1 of next year's "Worksheet for Calculataf Benchmark Ratios."



MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR

TYPE SMSBP

For the State of CompameNa

NAIC Group Code NAIC CompamyeC
Address Person Comgdechibit
Title Telephometsu

11. Adjustment to Incurred Claims for Credibility
Ratio 3 = Ratio 2 + Tolerance

If Ratio 3 is more than Benchmark Ratio (Ratioaljefund or credit to premium is not required.
If Ratio 3 is less than the Benchmark Ratio, theatged.

12. Adjusted Incurred Claims
[Total Earned Premiums (line 3, col. a) - Refunidses Inception (line
6)] x Ratio 3 (line 11)

13. Refund =
Total Earned Premiums (line 3, col. a) - Refundg&ilnception
(line 6) - [Adjusted Incurred Claims (line 12)/Bémsark Ratio (Ratio 1)]

If the amount on line 13 is less than .005 timesahnualized premium in force as of December 31
of the reporting year, then no refund is made. e@tise, the amount on line 13 is to be refunded or
credited, and a description of the refund and/editragainst premiums to be used must be attached
to this form.

| certify that the above information and calculagare true and accurate to the best of my
knowledge and belief.

Signature

Name - Please Type

Title - Please Type

Date



TYPE

REPORTING FORM FOR THE CALCULATION OF BENCHMARK RAD SINCE INCEPTION
FOR INDIVIDUAL POLICIES FOR CALENDAR YEAR

For the State of

NAIC Group Code

SMSBP

CompameNa

NAIC CompanyeC

Address Person Ciomgpexhibit
Title Telephomebidtl
(@ (b (©) (d) (O] ® )] () 0] @ (of
Year Earned Premium Factor (b)x(c Cumulative Lossdrati| (d)x(e) Factor (b)x(9) Cumulative Loss Ratio (h)x(i liep Year Loss Ratio

1 2.770 0.442 0.000 0.000 0.40

2 4.175 0.493 0.000 0.000 0.55

3 4.175 0.493 1.194 0.659 0.65

4 4.175 0.493 2.245 0.669 0.67

5 4.175 0.493 3.170 0.678 0.69

6 4.175 0.493 3.998 0.686 0.71

7 4.175 0.493 4.754 0.695 0.73

8 4.175 0.493 5.445 0.702 0.75

9 4.175 0.493 6.075 0.708 0.76

10 4.175 0.493 6.650 0.713 0.76

11 4.175 0.493 7.176 0.717 0.76

12 4.175 0.493 7.655 0.720 0.77

13 4.175 0.493 8.093 0.723 0.77

14 4.175 0.493 8.493 0.725 0.77
154° 4.175 0.493 8.684 0.725 0.77

Total: (K): (1): (m): (n):
Benchmark Ratio Since Inception: (+n)/(k+m): __

Individual Group, Individual Medicare Select, oro8p Medicare Select Only.

“SMSBP” = Standardized Medicare Supplement Berdfin - Use “P” for pre-standardized plans.
Year 1 is the current calendar year - 1. YeartBescurrent calendar year - 2 (etc.) (Examplehéfcurrent year is 1991, then: Year 1 is 199@r¥eis 1989, etc.)

For the calendar year on the appropriate line lnra (a), the premium earned during that year @dicies issued in that year.

These loss ratios are not explicitly used in conmguthe benchmark loss ratios. They are the lassg, on a policy year basis, which result incheulative loss ratios displayed on this workshe€hey are

shown here for informational purposes only.

To include the earned premium for all years prioas well as the 15th year prior to the current.yea




REPORTING FORM FOR THE CALCULATION OF BENCHMARK RAD SINCE INCEPTION
FOR GROUP POLICIES FOR CALENDAR YEAR

TYPE SM5SBP
For the State of CompamyeN
NAIC Group Code NAIC CompanyeC
Address Person Giomgpechibit
Title Telephomebs
@y (b (© (d) (e) ® )] (h) 0] @® (of
Year Earned Premium Factor (b)x(c) Cumulative LossdRati (d)x(e) Factor (b)x(9) Cumulative Loss Ratio (h)x(i) liep Year Loss Ratio
1 2.770 0.507 0.000 0.00 0.46
2 4.175 0.567 0.000 0.00 0.63
3 4.175 0.567 1.194 0.75 0.75
4 4.175 0.567 2.245 0.77]] 0.77
5 4.175 0.567 3.170 0.781 0.80
6 4.175 0.567 3.998 0.791 0.82
7 4.175 0.567 4.754 0.801 0.84
8 4.175 0.567 5.445 0.81] 0.87
9 4.175 0.567 6.075 0.81 0.88
10 4.175 0.567 6.65( 0.824 0.88
11 4.175 0.567 7.179 0.82 0.88
12 4.175 0.567 7.659 0.831 0.88
13 4.175 0.567 8.093 0.834 0.89
14 4.175 0.567 8.493 0.837 0.89
1545 4.175 0.567 8.684] 0.834 0.89
Total: (K): (): (m): (n):
Benchmark Ratio Since Inception: (I+n)/(k+m):

Individual Group, Individual Medicare Select, oroBp Medicare Select Only.

“SMSBP” = Standardized Medicare Supplement Bef@éin - Use “P” for pre-standardized plans.

Year 1 is the current calendar year - 1. YeartBascurrent calendar year - 2 (etc.) (Examplehdfcurrent year is 1991, then: Year 1 is 199@Gr\is 1989, etc.)

For the calendar year on the appropriate line ianso (a), the premium earned during that year @icjges issued in that year.

These loss ratios are not explicitly used in coinguhe benchmark loss ratios. They are the lasss; on a policy year basis, which result in¢heulative loss ratios displayed on this workshéétey are shown
here for informational purposes only.

To include the earned premium for all years prioas well as the 15th year prior to the current.yea




APPENDIX B [COMPANY NAME]
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE -- COVER I¥: 1 of 2

Benefit Chart of Medicare Supplement Plans SoldEfiective Dates on or After June 1, 2010

This chart shows the benefits included in eaclhefstandard Medicare supplement plans. Every coypaist make available Plan "A." Some plans maybeaavailable in your state. Plans E, H,
I and J are no longer available for sale. [Thigesece shall not appear after June 1, 2011.]
See Outlines of Coverage sections for details aBbltplans
BASIC BENEFITS:
Hospitalization: Part A coinsurance plus coverage3b5 additional days after Medicare benefits end.
Medical Expenses: Part B coinsurance (generally @DMedicare-approved expenses) or co-paymentdidspital outpatient services. Plans K, L and duiee insureds to pay a portion of Part B
coinsurance or co-payments.
Blood: First three pints of blood each year.
Hospice: Part A coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

100% Part B
coinsurance

A B C D F F* G
Basic Basic Basic Basic Basic Basic
including including including including including including

100% Part B
coinsurance

Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing
Facility Facility Facility Facility
Coinsurance | Coinsurance | Coinsurance | Coinsurance
Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Excess| Part B Excesd
(100%) (100%)
Foreign Foreign Foreign Foreign
Travel Travel Travel Travel
Emergency Emergency Emergency Emergency

* Plan F also has an option called a high dedueftdén F. This high deductible plan pays the saemefits as Plan F after one has paid a calen@a{$2000] deductible. Benefits from high deduetiBlan F will not
begin until out-of-pocket expenses exceed [$20@]t-of-pocket expenses for this deductible areersps that would ordinarily be paid by the polidhese expenses include the Medicare deductibieafic A and
Part B, but do not include the plan’s separatedar&avel emergency deductible



APPENDIX B

[COMPANY NAME]
OUTLINE OF MEDICARE SUPPLEMENT COVERAGE -- COVER & 2

Basic Benefits for Plans K and L include similangges as plans A-J, but cost-sharing for the blasitefits is at different levels.

K

L

M

N

Hospitalization and preventive care paid at
100%; other basic benefits paid at 50%

Hospitalization and preventive care
paid at 100%; other basic benefits p3
at 75%

Basic, including 100% Part B
idcoinsurance

B

coinsurance, except up to $2(
co-payment for office visit and

u

asic, including 100% Part B

p to $50 co-payment for ER

50% Skilled Nursing Facility Coinsurance

75%kill&d Nursing Facility
Coinsurance

Skilled Nursing Facility
Coinsurance

S

Coinsurance

killed Nursing Facility

50% Part A Deductible

75% Part A Deductible

5P&6t A Deductible

Part A Deductible

Foreign Travel Emergency

Foreign Travel Emergency

Out-of-Pocket limit $[4620]; paid at 100%
after limit reached

Out-of-Pocket limit $[2310]; paid at
100% after limit reached




MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD
*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have

APPENDIX C

MEDICARE SUPPLEMENT BENEFIT PLANS

PLAN A

not received skilled care in any other facility &0 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board, genera
nursing and miscellaneous services
and supplies

First 60 days

61st thru 90th day

91st day and after:

All but $[1068]
All but $[267] a day

$0
$[267] a day

$[1068] (Part A deductible)
$0

requirements, including a doctor’s
certification of terminal illness

coinsurance for out-patient drugs
and inpatient respite care

payment/coinsurance

- While using 60 lifetime reserve daysAll but $[534] a day $[534] a day $0
- Once lifetime reserve days are used:
- Additional 365 days $0 100% of Medicare Eligible $0**
Expenses
All Costs
- Beyond the Additional 365 days$0 $0
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements, including having been jn
a hospital for at least 3 days and
entered a Medicare-approved facility
within 30 days after leaving the
hospital
First 20 days All approved amounts $0 $0
21st thru 100th day All but $[133.50] a day $0 Up to $[133.50] a day
101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s All but very limited co-payment or] Medicare co- $0

*NOTICE: When your Medicare Part A hospital beitefire exhausted, the insurer stands in the piabtedicare and will pay whatever amount
Medicare would have paid for up to an additiond 8@ys as provided in the policy’s “Core BenefitRuring this time the hospital is prohibited

from billing you for the balance based on any défee between its billed charges and the amountddeiwould have paid.

PLAN A




MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR

*Once you have been billed [$135] of Medicare-Apf@d amounts for covered services (which are noiftdam asterisk), your Part B deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR
OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL
TREATMENT, such as Physician's
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic test, durable
medical equipment

First $[135 of Medicare Approved

Amounts* $0 $0 $[135] (Part B deductible)
Remainder of Medicare Approved | Generally 80% Generally 20% $0

Amounts

Part B Excess Charges $0 $0 All Costs

(Above Medicare Approved

Amount(s))

BLOOD

First 3 pints $0 All Costs $0

Next $[135) of Medicare Approved | $0 $0 $[135] (Part B deductible)

Amounts*

Remainder of Medicare Approved | 80% 20% $0

Amounts

CLINICAL LABORATORY 100% $0 $0

SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

PARTS A&B

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES

Medically necessary skilled care
services and medical supplies
-- Durable medical equipment 100% $0 $0

First $[135 of Medicare Approved | $0 $0 $[135] (Part B deductible)
Amounts*
Remainder of Medicare Approved | 80% 20% $0
Amounts




PLAN B
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and efidsyou have been out of the hospital and have

not received skilled care in any other faci

lity &0 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous
services and supplies

First 60 days All but $[1068] $[1068] (Part A deductible)

61st thru 90th day All but $[267] a day $[267] a day $0

91st day and after: $0

- While using 60 lifetime reserve days All but $[534] a day $[534] a day

- Once lifetime reserve days are use(: $0

- Additional 365 days $0 100% of Medicare eligible
expenses $0**
- Beyond the additional 365 days | $0 $0
All costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[133.50] a day $0 Up to $[133.50] a day

$0

101st day and after $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirementgsAll but very limited co- Medicare co- $0
including a doctor’s certification of payment or coinsurance for | payment/coinsurance
terminal illness out-patient drugs and

inpatient respite care

*NOTICE: When your Medicare Part A hospital betefare exhausted, the insurer stands in the pladedicare and will pay whatever amount
Medicare would have paid for up to an additiondd 8@ys as provided in the policy’s “Core Benefit®uring this time the hospital is prohibited
from billing you for the balance based on any défee between its billed charges and the amountddedwould have paid.

PLAN B



MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

*Once you have been billed $[135] of Medicare-Apg amounts for covered services (which are nofddam asterisk), your Part B deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND

OUTPATIENT HOSPITAL TREATMENT,
such as physician 'sservices, inpatient and
outpatient medical and surgical services an
supplies, physical and speech therapy,
diagnostic test, durable medical

equipment
First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*
Remainder of Medicare Approved Generally 80% Generally 20% $0
Amounts
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $[135] of Medicare Approved
Amounts* $0 $0 $[100] (Part B deductible)
Remainder of Medicare Approved
Amounts 80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0

TESTS FOR DIAGNOSTIC SERVICES

PARTS A &B

HOME HEALTH CARE MEDICARE
APPROVED SERVICES
Medically necessary skilled care services anjd
medical supplies
-- Durable medical equipment 100% $0 $0
First $[135] of Medicare Approved Amountsf $0 $0 $[100] (Part B deductible)
Remainder of Medicare Approved Amounts

80% 20% $0

PLAN C



MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $[1068] $[1068] (Part A deductible) $0
61st thru 90th day All but $[267] a day $[267] a day $0
91st day and after
- While using 60 lifetime reserve day<All but $[534] a day $[534] a day $0
- Once lifetime reserve days are us¢d:
- Additional 365 days $0 100% of Medicare Eligible $0**
Expenses
- Beyond the additional 365 days| $0 $0 All Costs
SKILLED NURSING FACILITY
CARE*
You must meet Medicare's
requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital
First 20 days All approved amounts $0 $0
21st thru 100th day All but $[133.50] a day Up to $[133.50] a day $0
101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s All but very limited co-payment | Medicare co- $0
requirements, including a doctor’s or coinsurance for out-patient payment/coinsurance
certification of terminal illness drugs and inpatient respite care

*NOTICE: When your Medicare Part A hospital bengfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Medicarailddave
paid for up to an additional 365 days as providethe policy’s “Core Benefits.” During this timke hospital is prohibited from billing you for thalance based on
any difference between its billed charges and theumt Medicare would have paid.



MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

PLAN C

*Once you have been billed $[135] of Medicare-Apg amounts for covered services (which are nofddam asterisk), your Part B deductible

will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tesf,
durable medical equipment,

First $[135] of Medicare Approved $0 $[135] (Part B deductible) $0
Amounts*

Remainder of Medicare Approved AmounisGenerally 80% Generally 20% $0
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved Amounts)

BLOOD
First 3 pints $0 All Costs $0
Next $[135] of Medicare Approved Amountg* $0 $[135] (Part B deductible) $0
Remainder of Medicare Approved Amounts

80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES

PARTS A &B
HOME HEALTH CARE MEDICARE
APPROVED SERVICES
Medically necessary skilled care services ahd
medical supplies
-- Durable medical equipment 100% $0 $0
First $[135] of Medicare Approved $0 $[135] (Part B deductible) $0
Amounts*
Remainder of Medicare Approved Amounty 80% 20% $0
OTHER BENEFITS -- NOT COVERED BY MEDICARE
FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE
Medically necessary emergency care servicgs
beginning during the first 60 days of each tr|p
outside the USA
First $250 each Calendar Year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum 20% and amounts over thq

benefit of $50,000

$50,000 lifetime maximum




PLAN D
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENET PERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services angl
supplies

First 60 days All but $[1068] $[1068] (Part A deductible) $0

61st thru 90th day All but $[267] a day $[267] a day $0

91st day and after

- While using 60 lifetime reserve days All but $[534] a day $[534] a day $0

- Once lifetime reserve days are use(:

- Additional 365 days $0 100% of Medicare Eligible $O**
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[133.50] a day Up to $[133.50] a day $0

101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requirementsAll but very limited co- Medicare co-payment/coinsurance  $0
including a doctor’s certification of payment or coinsurance for
terminal illness out-patient drugs and inpatien

respite care

*NOTICE: When your Medicare Part A hospital bengfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Medicarailddave
paid for up to an additional 365 days as providethe policy’s “Core Benefits.” During this timke hospital is prohibited from billing you for tbalance based on
any difference between its billed charges and theumt Medicare would have paid.



PLAN D
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

*Once you have been billed $[135] of Medicare-Apgd amounts for covered services (which are nofddam asterisk), your Part B deductible
will have been met for the Calendar Year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic test
durable medical equipment,

First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*

Remainder of Medicare Approved Amountg Generally 80% Generally 20% $0
Part B Excess Charges $0 $0 All Costs
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $[135] of Medicare Approved Amounts*| $0 $0 $[135] (Part B deductible)
Remainder of Medicare Approved Amounts

80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES
PARTS A &B

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services ang
medical supplies

-- Durable medical equipment 100% $0 $0

First $[135] of Medicare Approved Amounts] $0 $0 $[135] (Part B deductible)

Remainder of Medicare Approved Amounts | 80% 20% $0




PLAN D

MEDICARE (PARTS A & B) - (continued)

OTHER BENEFITS -- NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY

MEDICARE

Medically necessary emergency care servicgs

beginning during the first 60 days of each tr|p

outside the USA
First $250 each Calendar Year $0
Remainder of Charges $0

$0
80% to a lifetime maximum
benefit of $50,000

$250
20% and amounts over the
$50,000 lifetime maximum




PLAN F or HIGH DEDUCTIBLE PLAN F
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

[*This high deductible plan pays the same beneftPlan F after one has paid a calendar year J2#@luctible. Benefits from the high deductible
Plan F will not begin until out-of-pocket expenses [2000]. Out-of pocket expenses for this dablecare expenses that would ordinarily be paid
by the policy. This includes the Medicare deduestor Part A and Part B, but does not includepla@’s separate foreign travel emergency
deductible.]

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO
$[2000] DEDUCTIBLE,*] $[2000]
PLAN PAYS DEDUCTIBLE,*]
YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services angl
supplies

First 60 days All but $[1068] $[1068] (Part A Deductible) $0

61st thru 90th day All but $[267] a day $[267] a day $0

91st day and after

- While using 60 lifetime reserve days All but $[534] a day $[534] a day $0

- Once lifetime reserve days are use(:

- Additional 365 days $0 100% of Medicare Eligible $O**
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING
FACILITY CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[133.50] a day Up to $[133.50] a day $0

101st day and after $0 $0 All Costs




PLAN F or HIGH DEDUCTIBLE PLAN F

MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD -- (continued)

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO
$[2000] DEDUCTIBLE,*] $[2000]
PLAN PAYS DEDUCTIBLE,*]
YOU PAY
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

HOSPICE CARE
You must meet Medicare’s All but very limited co-payment or Medicare co- $0
requirements, including a doctor|scoinsurance for out-patient drugs and payment/coinsurance
certification of terminal illness inpatient respite care

***NOTICE: When your Medicare Part A hospital beitefare exhausted, the insurer stands in the pibtedicare and will pay whatever amount
Medicare would have paid for up to an additionad 8@ys as provided in the policy’s “Core Benefit®uring this time the hospital is prohibited
from billing you for the balance based on any défee between its billed charges and the amountddedwould have paid.



MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENBER YEAR

PLAN F OR HIGH DEDUCTIBLE PLAN F

*Once you have been billed $[135] of Medicare-Apg amounts for covered services (which are nofddam asterisk), your Part B deductible

will have been met for the calendar year.

[*This high deductible plan pays the same or affdre same benefits as Plan F after one has maikbadar year [$2000] deductible. Benefits from
the high deductible Plan F will not begin until eaftpocket expenses are [2000]. Out-of-pocket azps for this deductible are expenses that would
ordinarily be paid by the policy. This includeg thMedicare deductibles for Part A and Part B, lmgisdhot include the plan’s separate foreign travel

emergency deductible.]

SERVICES

MEDICARE PAYS

[AFTER YOU PAY
$[2000] DEDUCTIBLE,*|
PLAN PAYS

[IN ADDITION TO
$[2000] DEDUCTIBLE,*|
YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as

medical and surgical services and supplies,
physical and speech therapy, diagnostic tes
durable medical equipment,

Physician's services, inpatient and outpatient

S,

First $[135] of Medicare Approved $0 $[135] (Part B deductible $0
Amounts*

Remainder of Medicare Approved AmounisGenerally 80% Generally 20% $0
Part B Excess Charges $0 100% $0
(Above Medicare Approved Amounts)

BLOOD
First 3 pints $0 All Costs $0
Next $[135] of Medicare Approved Amountg* $0 $[135] (Part B deductible) $0
Remainder of Medicare Approved Amounts

80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES

PARTS A &B

HOME HEALTH CARE
MEDICARE APPROVED SERVICES
Medically necessary skilled care services and
medical supplies
-- Durable medical equipment 100% $0 $0
First $[135] of Medicare Approved Amountsf $0 $[135] (Part B deductible) $0
Remainder of Medicare Approved Amounts| 80% 20% $0




PLAN F OR HIGH DEDUCTIBLE PLAN F
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR -- (continued)

OTHER BENEFITS -- NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS [AFTER YOU PAY [IN ADDITION TO $[2000]
$[2000] DEDUCTIBLE,*| DEDUCTIBLE,*|
PLAN PAYS YOU PAY

FOREIGN TRAVEL -- NOT COVERED
BY MEDICARE
Medically necessary emergency care
services beginning during the first 60 days
of each trip outside the USA
First $250 each calendar year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum benefft 20% and amounts over the
of $50,000 $50,000 lifetime maximum




PLAN G
MEDICARE (PART A) -- HOSPITAL SERVICES -- PER BENEFPERIOD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftdsybu have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services an
supplies

First 60 days All but $[1068] $[1068] (Part A Deductible) $0

61st thru 90th day All but $[267] a day $[267] a day $0

91st day and after

- While using 60 lifetime reserve days All but $[534] a day $[534] a day $0

- Once lifetime reserve days are use(:

- Additional 365 days $0 100% of Medicare Eligible $O**
Expenses
- Beyond the additional 365 days | $0 $0 All Costs

SKILLED NURSING FACILITY
CARE*
You must meet Medicare's requirements,
including having been in a hospital
for at least 3 days and entered a
Medicare-approved facility within 30
days after leaving the hospital

First 20 days All approved amounts $0 $0

21st thru 100th day All but $[133.50] a day Up to $[133.50] a day $0

101st day and after $0 $0 All Costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare’s requiremen{sAll but very limited co-payment or| Medicare co- $0
including a doctor’s certification of coinsurance for out-patient drugs| payment/coinsurance
terminal illness and inpatient respite care

*NOTICE: When your Medicare Part A hospital bengfare exhausted, the insurer stands in the pfadedicare and will pay whatever amount Medicaraillddave
paid for up to an additional 365 days as providethe policy’s “Core Benefits.” During this timke hospital is prohibited from billing you for thalance based on
any difference between its billed charges and theumt Medicare would have paid.



PLAN G
MEDICARE (PART B) -- MEDICAL SERVICES -- PER CALENER YEAR

*Once you have been billed $[135.50] of MedicarepApved amounts for covered services (which arecheith an asterisk), your Part B deductible
will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES -- IN OR OUT OF
THE HOSPITAL AND OUTPATIENT
HOSPITAL TREATMENT, such as
Physician's services, inpatient and outpatient
medical and surgical services and supplies,
physical and speech therapy, diagnostic tesf,
durable medical equipment,

First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*

Remainder of Medicare Approved AmounisGenerally 80% Generally 20% $0
Part B Excess Charges $0 100% $0
(Above Medicare Approved Amounts)
BLOOD
First 3 pints $0 All Costs $0
Next $[135] of Medicare Approved Amountg* $0 $0 $[135] (Part B deductible)
Remainder of Medicare Approved Amounts

80% 20% $0
CLINICAL LABORATORY SERVICES - 100% $0 $0
TESTS FOR DIAGNOSTIC SERVICES
PARTS A &B

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services and
medical supplies

-- Durable medical equipment 100% $0 $0
First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*

Remainder of Medicare Approved Amounty 80% 20% $0




PLAN G

MEDICARE (PARTS A & B) -- (continued)

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA

First $250 each Calendar Year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum | 20% and amounts over the

benefit of $50,000 $50,000 lifetime maximum




PLAN K

* You will pay half the cost-sharing of some coeg services until you reach the annual out-of-pbtknit of $[4620] each calendar year. The ameunt
that count toward your annual limit are noted wiilamonds ¢) in the chart below. Once you reach the annmat,lthe plan pays 100% of your Medicare
copayment and coinsurance for the rest of the daleyear. However, this limit does NOT include rgjes from your provider that exceed Medicare-
approved amounts (these are called “Excess Charged'you will be responsible for paying this diéfiece in the amount charged by your provider and
the amount paid by Medicare for the item or service

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

** A benefit period begins on the first day you @a@ service as an inpatient in a hospital and aftés you have been out of the hospital and hate n
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*
HOSPITALIZATION**
Semiprivate room and board, general
nursing and miscellaneous services and
supplies
First 60 days All but $[1068] $[534](50% of Part A $[534](50% of Part A
deductible) deductibley
61 thru 90th day All but $[267] a day $[267] a day $0
91st day and after:
—While using 60 lifetime reserve days All but $[534] a day $[534] a day $0
—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
expenses
—Beyond the additional 365 days $0 $0 All costs
SKILLED NURSING FACILITY CARE**
You must meet Medicare’s requirements,
including having been in a hospital for at ledst
3 days and entered a Medicare-approved
facility
Within 30 days after leaving the hospital All approved amounts $0 $0
First 20 days

21 thru 100th day All but $[133.50] a day Up to $[66.75] a day $0 Up to $[66.75] a day

101st day and after $0 All costs
BLOOD

First 3 pints $0 50% 509
Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

All but very limited co-paymen
or coinsurance for out-patient
drugs and inpatient respite ca

50% of coinsurance or co-
epayments

50% of coinsurance or co-
payments

(continued)

#»*NOTICE: When your Medicare Part A hospital kefits are exhausted, the insurer stands in the pildedicare and will pay whatever amount Medicare
would have paid for up to an additional 365 dayprasvided in the policy’s “Core Benefits.” Duringis time the hospital is prohibited from billingyo
for the balance based on any difference betwedilli¢sl charges and the amount Medicare would fpeie.



PLAN K
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*+* Once you have been billed $[135] of Medicarpgroved amounts for covered services (which arechaith an asterisk), your Part B deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREATMENT,
such as Physician’s services, inpatient and
outpatient medical and surgical services andl
supplies, physical and speech therapy,
diagnostic tests, durable medical equipment,

First $[135] of Medicare $0 $0 $[135] (Part B
Approved Amounts**** deductible)*** ¢
Preventive Benefits for Generally 75% or more of Remainder of Medicare All costs above Medicare
Medicare covered services Medicare approved amounts | approved amounts approved amounts
Remainder of Medicare Generally 80%
Approved Amounts Generally 10% Generally 109#
Part B Excess Charges $0 $0 All costs (and they do not
(Above Medicare Approved Amounts) count toward annual out-of-
pocket limit of [$4620])*
BLOOD
First 3 pints $0 50% 509
Next $[135] of Medicare Approved $0 $0 $[135] (Part B
Amounts**** deductible)*** ¢
Remainder of Medicare Approved Generally 80% Generally 10% Generally 109#
Amounts
CLINICAL LABORATORY
SERVICES—TESTS FOR DIAGNOSTIC 100% $0 $0
SERVICES

(continued)

* This plan limits your annual out-of-pocket paymefor Medicare-approved amounts to $[4620] par.yelowever, this limit does NOT include charges
from your provider that exceed Medicare-approveduamnts (these are called “Excess Charges”) and ybbewesponsible for paying this difference in
the amount charged by your provider and the ampaiat by Medicare for the item or service.



PLAN K

PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services 3
medical supplies

—Durable medical equipment

—First $[135] of Medicare Approved
Amounts**r*

—Remainder of Medicare Approved
Amounts

100%

$0

80%

$0
$0

10%

$0

$[135] (Part B deductible¢

1090

w*+Medicare benefits are subject to change. Rleaonsult the late&uide to Health Insurance for People with Medicare.




PLAN L

* You will pay one-fourth of the cost-sharingsaime covered services until you reach the annuadfepocket limit of $[2310] each calendar yeaheT
amounts that count toward your annual limit areedatith diamonds«) in the chart below. Once you reach the annuaat,lthe plan pays 100% of your
Medicare copayment and coinsurance for the reitetalendar year. However, this limit does NOGlude charges from your provider that exceed
Medicare-approved amounts (these are called “ExChssges”) and you will be responsible for payihig difference in the amount charged by your
provider and the amount paid by Medicare for teeibr service.

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

** A benefit period begins on the first day you ea@ service as an inpatient in a hospital and aftés you have been out of the hospital and hate n
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

HOSPITALIZATION**
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $[1068] $[808.50] (75% of Part A | $[267] (25% of Part A
deductible) deductibley

61st thru 90th day All but $[267] a day $[267] a day $0
91st day and after:

—While using 60 lifetime reserve days All but $[534] a day $[534] a day $0

—Once lifetime reserve days are
used: $0 100% of Medicare eligiblg $0***
—Additional 365 days expenses
$0 $0 All costs

—Beyond the additional 365 days

SKILLED NURSING FACILITY CARE**

You must meet Medicare’s requirements,
including having been in a hospital for at
least 3 days and entered a Medicare-apprqved

facility

Within 30 days after leaving the hospital All approved amounts $0 $0

First 20 days

215 thru 100th day All but $[133.50] a day Up to $[100.13] a day $0 | Up to $[33.38] a da
101st day and after $0 All costs

BLOOD

First 3 pints $0 75% 25%%

Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

All but very limited co-paymeni 75% of coinsurance or cof 25% of coinsurance or co-
or coinsurance for out-patient | payments payments
drugs and inpatient respite calle

(continued)
*** NOTICE: When your Medicare Part A hospital kedits are exhausted, the insurer stands in theeliMedicare and will pay whatever amount Medicaoeld have
paid for up to an additional 365 days as providethe policy’s “Core Benefits.” During this timeethospital is prohibited from billing you for thalbnce based on any
difference between its billed charges and the ambladicare would have paid.



PLAN L
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*+* Once you have been billed $[135] of Medicarpgroved amounts for covered services (which arechaith an asterisk), your Part B deductible will
have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical

equipment, $0 $0 $[135] (Part B deductible)**4

First $[135] of Medicare Approved

Amounts*er All costs above Medicare approved
Generally 75% or more of Remainder of Medicare | amounts

Preventive Benefits for Medicare Medicare approved amounts | approved amounts

covered services
Generally 5%#

Generally 80% Generally 15%
Remainder of Medicare Approved
Amounts
Part B Excess Charges $0 $0 All costs (and they do not count
(Above Medicare Approved Amounts) toward annual out-of-pocket limit of
[$2310])*
BLOOD
First 3 pints $0 75% 2504
Next $[139 of Medicare Approved $0 $0 $[135 (Part B deductible¥y
Amounts****
Remainder of Medicare Approved | Generally 80% Generally 15% Generally 5%
Amounts
CLINICAL LABORATORY
SERVICES—TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0

(continued)

* This plan limits your annual out-of-pocket paymefotsMedicare-approved amounts to $[2310] per yddéowever, this limit does NOT include
charges from your provider that exceed Medicareama amounts (these are called “Excess Chargad'yau will be responsible for paying this
difference in the amount charged by your providet the amount paid by Medicare for the item oriserv



PLAN L

PARTS A&B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY*

HOME HEALTH CARE

MEDICARE APPROVED SERVICES
Medically necessary skilled care services 3
medical supplies

—Durable medical equipment

—First $[135] of Medicare Approved
Amounts**r*

—Remainder of Medicare Approved
Amounts

100%

$0

80%

$0
$0

15%

$0

$[135] (Part B deductibley

5% ¢

w**Medicare benefits are subject to change. Rleaonsult the late&uide to Health Insurance for People with Medicare.—




PLAN M
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftds you have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursing
and miscellaneous services and supplies

First 60 days All but $[1068] $[534] (50% of Part A deductiblg) $[534] (50% of Part A
deductible)
61st thru 90th day All but $[267] a day $[267] a day $0
91st day and after:
—While using 60 lifetime reserve days All but $[534] a day $[534] a day $0
—Once lifetime reserve days are
used: $O**
—Additional 365 days $0 100% of Medicare eligible
expenses
—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare’s requirements,
including having been in a hospital for at
least 3 days and entered a Medicare-apprqved

facility

Within 30 days after leaving the hospital All approved amounts $0 $0

First 20 days

215 thru 100th day All but $[133.50] a day Up to $[133.50] a day $0
101st day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0

HOSPICE CARE

You must meet Medicare’s requirements,
including a doctor’s certification of terminal
illness

All but very limited co-paymeni Medicare co-payment/coinsurange  $0
or coinsurance for out-patient
drugs and inpatient respite calle

(continued)
*NOTICE: When your Medicare Part A hospital beitefre exhausted, the insurer stands in the pladedicare and will pay whatever amount Medicaoeild have paid
for up to an additional 365 days as provided irpthieey’s “Core Benefits.” During this time the htal is prohibited from billing you for the balambased on any difference
between its billed charges and the amount Mediwargd have paid.



PLAN M
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*Once you have been billed $[135] of Medicare-apprbamounts for covered services (which are notttdam asterisk), your Part B deductible will have
been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL

AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy
diagnostic tests, durable medical

equipment,

First $[135 of Medicare Approved $0 $0 $[135] (Part B
Amounts* deductible)
Remainder of Medicare Approved Generally 80% Generally 20% $0

Amounts

Part B Excess Charges $0 $0 All costs
(Above Medicare Approved Amounts)

BLOOD

First 3 pints $0 All Costs $0

Next $E06135 of Medicare Approved | $0 $0 $[135] (Part B
Amounts**** deductible)
Remainder of Medicare Approved 80% 20% $0

Amounts

CLINICAL LABORATORY
SERVICES—TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA

First $250 each Calendar Year $0 $0 $250

Remainder of Charges $0 80% to a lifetime maximum beneff20% and amounts over thd
of $50,000 $50,000 lifetime maximum




PLAN N
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PEBD

*A benefit period begins on the first day you reeeservice as an inpatient in a hospital and eftds you have been out of the hospital and have not
received skilled care in any other facility for 68@ys in a row.

iliness

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general nursirlg
and miscellaneous services and supplies
First 60 days All but $[1068] $[1068 (Part A deductible) | $0
61st thru 90th day All but $[267] a day $[267] a day $0
91st day and after:

—While using 60 lifetime reserve days All but $[ 534] a day $[534] a day $0

—Once lifetime reserve days are used:
—Additional 365 days $0 100% of Medicare eligible | $0**
expenses
—Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*
You must meet Medicare’s requirements,
including having been in a hospital for at ledst
3 days and entered a Medicare-approved
facility
Within 30 days after leaving the hospital All approved amounts $0 $0
First 20 days
21 thru 100th day All but $[133.50] a day Up to $[133.50] a day $0
101st day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE . .
You must meet Medicare’s requirements, All bqt very limited co-paymen Medicare co- $0
including a doctor’s certification of terminal | OF coinsurance for out-patient | payment/coinsurance

drugs and inpatient respite cavle

(continued)
*NOTICE: When your Medicare Part A hospital beite&re exhausted, the insurer stands in the pfadedicare and will pay whatever amount Medicaoeild have paid
for up to an additional 365 days as provided irnpbliecy’s “Core Benefits.” During this time the hotal is prohibited from billing you for the balambased on any difference
between its billed charges and the amount Mediwargd have paid.



PLAN N

MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YER

*Once you have been billed $[135] of Medicare-apprbamounts for covered services (which are notttdam asterisk), your Part B deductible will have

been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES—

IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and

diagnostic tests, durable medical
equipment,

First $[135 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

supplies, physical and speech therapy

$0

Generally 80%

$0

Balance, other than up to [$2
per office visit and up to [$50]
per emergency room visit.
The co-payment of up to [$50
is waived if the insured is
admitted to any hospital and
the emergency visit is covere
as a Medicare Part A expens

$[135 (Part B
deductible)

DUp to [$20] per office
visit and up to [$50] pef
emergency room visit.

| The co-payment of up
to [$50] is waived if the)
insured is admitted to

] any hospital and the

b emergency visit is

covered as a Medicare

Part A expense

Part B Excess Charges $0 $0 All costs
(Above Medicare Approved Amounts)

BLOOD

First 3 pints $0 All Costs $0

Next $[135 of Medicare Approved $0 $0 $[135] (Part B deductible
Amounts****

Remainder of Medicare Approved 80% 20% $0
Amounts

CLINICAL LABORATORY

SERVICES—TESTS FOR DIAGNOSTIC

SERVICES 100% $0 $0

(Continued)



PLAN N

PARTS A&B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY*
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
Medically necessary skilled care services arjd
medical supplies
—Durable medical equipment 100% $0 $0
—First $[135] of Medicare Approved $0 $0 $[135] (Part B deductible)
Amounts*
—Remainder of Medicare Approved Amoun'&O% 20% $0

OTHER BENEFITS - NOT COVERED BY MEDICARE

FOREIGN TRAVEL -- NOT COVERED BY
MEDICARE Medically necessary emergenc
care services beginning during the first 60
days of each trip outside the USA

First $250 each Calendar Year $0 $0 $250
Remainder of Charges $0 80% to a lifetime maximum beneffR0% and amounts over the
of $50,000 $50,000 lifetime maximum




APPENDIX D
FORM FOR REPORTING MEDICARE SUPPLEMENT POLICIES

Company Name:

Address:

Phone Number:

Due: March 1, annually

The purpose of this form is to report the followingprmation on each resident of this state whoihderce more than one Medicare supplement
policy or certificate. The information is to beogped by individual policyholder.

Policy and Certificate # Datdsduance

Signature

Name and Title (Please Type)

Date



APPENDIX E
[COMPANY NAME]
OUTLINE OF MEDICARE
SUPPLEMENT COVERAGE
AND PREMIUM INFORMATION
PREMIUM INFORMATION [Boldface Type]

We [insert issuer's name] can only raise your puemif we raise the premium for all policies likews in this State. [If the premium is based on the
increasing age of the insured, include informaspacifying when premiums will change.]

DI SCLOSURES [Boldface Type]
Use this outline to compare benefits and premiumsney policies.

This outline shows benefits and premiums of poticeld for effective dates on or after June 1, 20R6licies sold for effective dates prior to Jdne
2010 have different benefits and premiums. Plans,EEand J are no longer available for sale. §Taragraph shall not appear after June 1, 2011].

READ YOUR POLICY VERY CAREFULLY [Boldface Type]

This is only an outline, describing your policy'sshimportant features. The policy is your inseenontract. You must read the policy itself to
understand all of the rights and duties of both god your insurance company.

RIGHT TO RETURN POLICY [Boldface Type]

If you find that you are not satisfied with yourligg, you may return it to [insert issuer's addied§you send the policy back to us within thi80)
days after you receive it, we will treat the polayif it had never been issued and return albof ypayments.

POLICY REPLACEMENT [Boldface Type]

If you are replacing another health insurance gptio NOT cancel it until you have actually receiy®ur new policy and are sure you want to keep
it.

NOTICE [Boldface Type]
This policy may not fully cover all of your medicabsts.
[for agents:]
Neither [insert company's name] nor its agentsamected with Medicare.
[for direct responses:]
[insert company's name] is not connected with Meic

This outline of coverage does not give all the itietef Medicare coverage. Contact your local SloSicurity Office or consulMedicare & You for
more details.

COMPLETE ANSWERSARE VERY IMPORTANT [Boldface Type]

When you fill out the application for the new pglibe sure to answer truthfully and completelygaléstions about your medical and health history.
The company may cancel your policy and refuse yogpg claims if you leave out or falsify importanedical information. [If the policy or certificate

is guaranteed issue, this paragraph need not appear

Review the application carefully before you signBte certain that all information has been propegtorded.

[Include for each plan prominently identified iretbover page, a chart showing the services, Megljgayments, plan payments and insured payments
for each plan, using the same language, in the sad®g, using uniform layout and format as showthancharts below. No more than four plans may
be shown on one chart. For purposes of illustnatibarts for each plan are incorporated intordsilation by reference and annexed hereto
collectively as Appendix C, “Medicare SupplemennBiis Plans." An issuer may use additional bermih designations on these charts pursuant to
subsection 7.4 of this rule.]

[Include an explanation of any innovative bendfitsthe cover page and in the chart, in a mannaoapg by the Commissioner.]

[DRAFTING NOTE: The term "certificate" should betstituted for the word "policy” throughout the and of coverage where appropriate.]



APPENDIX F
NOTICE TO APPLICANT REGARDING REPLACEMENT
OF MEDICARE SUPPLEMENT INSURANCE
OR MEDICARE ADVANTAGE
(Insurance company's name and address)
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THEFUTURE.
According to [your application] [information you vafurnished], you intend to terminate existing dede supplement or Medicare Advantage
insurance and replace it with a policy to be issefCompany Name] Insurance Company. Your nevcgalill provide thirty (30) days within
which you may decide without cost whether you degirkeep the policy.
You should review this new coverage carefully. @ane it with all accident and sickness coveragenmu have. If after due consideration, you find
that purchase of this Medicare supplement coveisagavise decision, you should terminate your prebedicare supplement or Medicare Advantage
coverage. You should evaluate the need for otte@dant and sickness coverage you have that majcdtepthis policy.
STATEMENT TO APPLICANT BY ISSUER, AGENT [BROKER ORTHER REPRESENTATIVE]:
I have reviewed your current medical or health insge coverage. To the best of my knowledge Midicare supplement policy will not duplicate
your existing Medicare supplement or, if applicaledicare Advantage coverage because you inteteitonate your existing Medicare supplement
coverage or leave your Medicare Advantage plare réplacement policy is being purchased for thieohg reason (check one):
Additional benefits
No change in benefits, but lower premiums.
Fewer benefits and lower premiums.

My plan has outpatient drug coverage and ¢aralling in Part D.

Disenrollment from a Medicare Advantage plRtease explain reason for disenrollment. [optiamdy for Direct Mailers.]

Other. (please specify)

1. Note: If the issuer of the Medicare supplemericgdeing applied for does not, or is otherwiselpbited from imposing pre-existing
condition limitations, please skip to statemenetv. Health conditions which you may presentlyengpreexisting conditions) may not be
immediately or fully covered under the new polithis could result in denial or delay of a claim Banefits under the new policy, whereas a
similar claim might have been payable under yoesent policy.

2. State law provides that your replacement policyastificate may not contain new preexisting coindis, waiting periods, elimination periods
or probationary periods. The insurer will waiveydime periods applicable to preexisting conditionaiting periods, elimination periods or
probationary periods in the new policy (or cove)dge similar benefits to the extent such time wpent (depleted) under the original policy.

3. If you still wish to terminate your present pgland replace it with new coverage, be certaimuthfully and completely answer all questions
on the application concerning your medical andthdaiktory. Failure to include all material medicdormation on an application may
provide a basis for the company to deny any futlains and to refund your premium as though youicpdad never been in force. After the
application has been completed and before youisigeview it carefully to be certain that all imfoation has been properly recorded. [If the
policy or certificate is guaranteed issue, thisageaph need not appear.]

Do not cancel your present policy until you haveereed your new policy and are sure that you warkeep it.

(Signature of Agent, Broker or Other Representtive

[Typed Name and Address of Issuer, Agent or Broker]

(Applicant's Signature)

(Date)
*Signature not required for direct response sales.



M

APPENDIX G

DISCLOSURE STATEMENTS
Instructions for Use of the Disclosur e Statements for

Health Insurance Policies Sold to M edicar e Beneficiaries
that Duplicate M edicare

Section 1882(d) of the federal Social Security [A2U.S.C. 1395ss], prohibits the sale of a heiaisiurance policy (the term policy or policies
includes certificates) to Medicare beneficiariest thuplicate Medicare benefits unless it will panéfits without regard to a beneficiary’s other
health coverage and it includes the prescribedatisee statement on or together with the applicafio the policy.

All types of health insurance policies that dogie Medicare shall include one of the attachedalisre statements, according to the particular
policy type involved, on the application or togethéth the application. The disclosure statemeay mot vary from the attached statements in
terms of language or format (type size, type propoal spacing, bold character, line spacing, asatja of boxes around text).

State and federal law prohibits insurers frontirgel Medicare supplement policy to a person éha&ady has a Medicare supplement policy
except as a replacement policy.

Property/casualty and life insurance policiesrareconsidered health insurance.
Disability income policies are not consideregbtovide benefits that duplicate Medicare.

Long-term care insurance policies that coordimatie Medicare and other health insurance are apsiclered to provide benefits that duplicate
edicare.

The federal law does not preempt state lawsatteaiore stringent than the federal requirements.
The federal law does not preempt existing stat filing requirements.
Section 1882 of the federal Social Security was amended in Subsection (d)(3)(A) to allow feeralative disclosure statements. The disclosure

statements already in Appendix G remain. Carrigag use either disclosure statement with the régusurance product. However, carriers
should use either the original disclosure statementhe alternative disclosure statements andismboth simultaneously.



[Original disclosure statement for policies thatygde benefits for expenses incurred for an acdalénjury only]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement Insurance

This insurance provides limited benefits, if youanthe policy conditions, for hospital or medicapenses that result from accidental injury. Itsloe
not pay your Medicare deductibles or coinsuranakigmot a substitute for Medicare Supplement iaisce.

Thisinsurance duplicates M edicar e benefits when it pays:

® hospital or medical expenses up to the maximuredtatthe policy

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

[outpatient prescription drugs if you are enrolled/iedicare Part D]
other approved items and services

Before you Buy This Insurance ||

Check the coverage all health insurance policies you already have.

For more information about Medicare and Medicarpfement insurance, review the Guide to Healthrsrsce for People with Medicare,
available from the insurance company.

For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].

AN



[Original disclosure statement for policies thatyade benefits for specified limited services]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

Thisisnot M edicar e Supplement Insurance

This insurance provides limited benefits, if youathe policy conditions, for expenses relatingh specific services listed in the policy. It dowt
pay your Medicare deductibles or coinsurance amsbis substitute for Medicare Supplement insurance

Thisinsurance duplicates M edicar e benefits when:

® any of the services covered by the policy are etse@red by Medicare

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

[outpatient prescription drugs if you are enrolled/iedicare Part D]
other approved items and services

Before you Buy This Insurance ||

Check the coverage ail health insurance policies you already have.

For more information about Medicare and Medicarpfement insurance, review the Guide to Healthrarsce for People with Medicare,
available from the insurance company.

For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].

AN



[Original disclosure statement for policies thateurse expenses incurred for specified disease@bher specified impairment(s). This includes
expense incurred cancer, specified disease andtypies of health insurance policies that limitmbursement to named medical conditions.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

Thisisnot M edicar e Supplement Insurance
This insurance provides limited benefits, if youatnthe policy conditions, for hospital or medicapenses only when you are treated for one of the
specific diseases or health conditions listed éghlicy. It does not pay your Medicare deducshie coinsurance and is not a substitute for Medica
Supplement insurance.
Thisinsurance duplicates M edicar e benefits when it pays:
® hospital or medical expenses up to the maximuredtatthe policy

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enrolilediedicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpgement insurance, review the Guide to Healthrmsce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtfij@asurance [assistance] program [SHIP].



[Original disclosure statement for policies thay fized dollar amounts for specified diseases beospecified impairments. This includes cancer,
specified disease and other health insurance psltbiat pay a scheduled benefit or specific paymased on diagnosis of the conditions named in the

policy.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

Thisisnot M edicar e Supplement Insurance

This insurance pays a fixed amount, regardlessof gxpenses, if you meet the policy conditionsofte of the specific diseases or health conditions
named in the policy. It does not pay your Mediadeductibles or coinsurance and is not a subsfitut®edicare Supplement insurance.

Thisinsurance duplicates M edicar e benefits because M edicar e generally pays for most of the expenses for the diagnosis and treatment of the
specific conditions or diagnoses named in the policy.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enrolilediedicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpgement insurance, review the Guide to Healthrmsce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].



[Original disclosure statement for indemnity paiand other policies that pay a fixed dollar amen day, excluding long-term care policies.]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement Insurance

This insurance pays a fixed dollar amount, regasitéf your expenses, for each day you meet theypotinditions. It does not pay your Medicare
deductibles or coinsurance and is not a substitutiledicare Supplement insurance.

Thisinsurance duplicates M edicar e benefits when:
® any expenses or services covered by the policglacecovered by Medicare
M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® [outpatient prescription drugs if you are enrolilediedicare Part D]
® hospice
® other approved items and services
Before you Buy This Insurance ||
v Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpgement insurance, review the Guide to Healthrmsce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].



[Original disclosure statement for policies thatyide benefits for both expenses incurred and firdemnity basis]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement Insurance
This insurance pays limited reimbursement for espsrif you meet the conditions listed in the polittyalso pays a fixed amount, regardless of your
expenses, if you meet other policy conditionsdoiés not pay your Medicare deductibles or coinsigamd is not a substitute for Medicare
Supplement insurance.

Thisinsurance duplicates M edicar e benefits when:

® any expenses or services covered by the policglacecovered by Medicare; or
® it pays the fixed dollar amount stated in the podiad Medicare covers the same event

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enrolilediedicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarpgiement insurance, review the Guide to Healthrmsce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].



[Original disclosure statement for other healttunasice policies not specifically identified in thevious statements]

THISINSURANCE DUPLICATES SOME MEDICARE BENEFITS

IMPORTANT NOTICE TO PERSONS ON MEDICARE ||

Thisisnot M edicar e Supplement Insurance

This insurance provides limited benefits if you e conditions listed in the policy. It doest pay your Medicare deductibles or coinsurance and
is not a substitute for Medicare Supplement instgan

This insurance duplicates Medicare benefits wheays:
® the benefits stated in the policy and coveragehfersame event is provided by Medicare
M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

® hospitalization
® physician services
® hospice
® [outpatient prescription drugs if you are enrolled/iedicare Part D]
® other approved items and services
Before you Buy This Insurance ||
v Check the coverage ail health insurance policies you already have.
v/ For more information about Medicare and Medicarp@ement insurance, review the Guide to Healthrmsce for People with Medicare,

available from the insurance company.
For help in understanding your health insurancatam your state insurance department or statdtfj@asurance [assistance] program [SHIP].



[Alternative disclosure statement for policies thedvide benefits for specified limited services.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by M edicare may also trigger the payment of benefits from this policy.

This insurance provides limited benefits, if youetthe policy conditions, for expenses relatingh specific services listed in the policy. It domt
pay your Medicare deductibles or coinsurance amsbis substitute for Medicare Supplement insurance

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

hospitalization

physician services

[outpatient prescription drugs if you are enroliled/iedicare Part D]
other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage all health insurance policies you already have.

v/ For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetam your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for policies thedvide benefits for expenses incurred for andeadial injury only.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispalicy.

This insurance provides limited benefits, if youatthe policy conditions, for expenses relatinghi specific services listed in the policy. It domt
pay your Medicare deductibles or coinsurance amdbis substitute for Medicare Supplement insurance

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services
[outpatient prescription drugs if you are enrolied/iedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage ail health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetamd your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for policies thgitnburse expenses incurred for specified diseasether specified impairments. This includes
expense-incurred cancer, specified disease and tyffes of health insurance policies that limimtbursement to named medical conditions.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispolicy. Medicare generally paysfor most of
these expenses.

This insurance provides limited benefits, if youatthe policy conditions, for hospital or medicapenses only when you are treated for one of the
specific diseases or health conditions listed enghlicy. It does not pay your Medicare deducthie coinsurance and is not a substitute for Medica
Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enroliediedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage all health insurance policies you already have.

v/ For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetamd your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for policies thay fixed dollar amounts for specified diseasestber specified impairments. This includes cancer
specified disease, and other health insuranceigslibat pay a scheduled benefit or specific payinased on diagnosis of the conditions named in the

policy.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispolicy.

This insurance provides a fixed amount, regarddégeur expenses, if you meet the policy conditidns one of the specific diseases or health
conditions named in the policy. It does not paynedicare deductibles or coinsurance and is rsothstitute for Medicare Supplement insurance.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:

hospitalization

physician services

hospice

[outpatient prescription drugs if you are enroliediedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage all health insurance policies you already have.

v/ For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetam your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for indemnityipigls and other policies that pay a fixed dollaoamt per day, excluding long-term care policies.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispolicy.

This insurance pays a fixed dollar amount, regasdtd your expenses, for each day you meet theypodinditions. It does not pay your Medicare
deductibles or coinsurance and is not a substituti®ledicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enrolied/iedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before You Buy ThisInsurance ||

v Check the coverage all health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetamd your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for policies thedvide benefits upon both an expense-incurredfiaad indemnity basis.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispalicy.

This insurance provides limited reimbursement fqgremses if you meet the policy conditions listethia policy. It also pays a fixed amount,
regardless of your expenses, if your meet othacyabnditions. It does not pay your Medicare daihlies or coinsurance and is not a substitute for
Medicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enrolied/iedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage ail health insurance policies you already have.

v For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetamd your state insurance department or statdtffjéasurance [assistance] program [SHIP].



[Alternative disclosure statement for other heaiurance policies not specifically identified lretpreceding statements.]

IMPORTANT NOTICE TO PERSONS ON MEDICARE
THISISNOT MEDICARE SUPPLEMENT INSURANCE

Some health care services paid for by Medicare may also trigger the payment of benefits from thispolicy.

This insurance provides limited benefits if you b conditions listed in the policy. It does paty your Medicare deductibles or coinsurance and i
not a substitute for Medicare Supplement insurance.

M edicare generally paysfor most or all of these expenses.

M edicar e pays extensive benefits for medically necessary servicesregardless of the reason you need them. Theseinclude:
hospitalization

physician services

hospice
[outpatient prescription drugs if you are enrolied/iedicare Part D]

other approved items and services

Thispolicy must pay benefitswithout regard to other health benefit coverage to which you may be entitled under Medicare or other insurance.

Before you Buy This Insurance ||

v Check the coverage ail health insurance policies you already have.

v/ For more information about Medicare and Medicarp@@ment insurance, review the Guide to Healthrmsce for People with Medicare,
available from the insurance company.

v For help in understanding your health insurancetam your state insurance department or statdtffjéasurance [assistance] program [SHIP].



